HOSPITALS 


The Journal of ~"*'" 
The American Hospital Association 








A Magazine for the Hospitals of 
the United States and Canada 


Vol. 14, No. 12 December, 1940 














HESS INFANT EQUIPMENT 








HESS infant equipment is a 
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care of the newborn ---indispen- 
sable in treatment of the pre- 
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safe, extremely efficient. 
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Ask for catalogs and supplementary 
data covering Hess infant equipment, / 
delivery room and nursery furnishings. ( 


SCANLAN-MORRIS COMPANY 


Hospital Equipment and Sterilizing Apparatus 
MADISON, WISCONSIN 


OPERAY LABORATORIES STILLE DIVISION SCANLAN LABORATORIES, INC. 


Surgical Lights Surgical Instruments Surgical Sutures 





































EF CONTENTS 


December, 1940 











Special Articles Special Meeting of Approved Hospital Service 
EE Ee 10 i a iseo aacerddin C4002 eee ae wee 66 
Benjamin W. Black, M.D. Specifications and Government Purchasing... 69 
. . ‘ ‘ H. N. Hooper 
Public Relations for American Hospitals..... 11 
Edward L. Bernays Price Trends of Hospital Commodities...... 74 


Art and Science of Hospital Administration.. 18 McGill Commodity Service, Ine. 


Benjamin W. Black, M.D. Roles of Professional and Administrative 
Staffs in Control of Postoperative Infections 77 


Minimum Standards for Convalescent Hospi- Frade Ei Méleasy: ABD: 


he Weed ote hi hh whew ascare wires 23 
E. H. L. Corwin, Ph.D. Anesthetic Explosion Hazards—Remedial 
| ice taveeas seaweed eee 80 


Essentials in Planning Institutions for Conva- Ralph M. Tovell, M.D. 





EE ee Pe ee ee ee 28 
William Henry Walsh, M.D. Survey of Labor Turnover in Hospitals...... 84 
Internship and Residency.................. 34 Frank J. Walter | 
Willard C. Rappleye, M.D. Hospital Bed Care Ten Years Ago and Now.. 87 
Women’s Auxiliary in a Small Hospital...... 39 Harry C. Saltzstetn, M.D. 
| Mrs. G. E. Goodyear Hospital Service Plan News.............--- 91 
EC EE Re Ten 41 Resuscitation of the Newborn............... 97 
: Eldon Webb Tice, M.D., F.A.C.S. 
Good Business Relations..............se0s. 46 
Foster G. McGaw Ss 6 einsreue gira en eee eee 100 
C. D. Jeffries 
Community Health Centers................ 49 
Sidney Oviatt BS ood aria ig wtiieain a atin Kceeusentat a 62 
, Walter E. List, M.D. 
t Organization of Clinics to Coordinate Service. 53 Hospital Grouping 
; Allan Butler, M.D. Interns and Residents 
Standards for Care of Newborn and Prema- A Simple Luxury Expenditure vs. Cost of 
ture Infants in Hospitals................ 57 Hospital Care . 
Marian M. Crane, M.D. For These Great Blessings 





Published the first of each month by the American Hospital Association. 


Vol. 14 HOSPITALS No. 12 
The Journal of the American Hospital Association 
Editor, Bert W. Caldwell, M.D. Advertising Manager, Hubert J. Mayrand 
Executive, Editorial, and Business Offices 
Publisher 


AMERICAN HOSPITAL ASSOCIATION 
18 EAST DIVISION STREET, CHICAGO, ILLINOIS 
Telephone, Superior 1872 


Published the first of each month at 210 South Desplaines Street, Chicago. 
Copyright 1936 by The American Hospital Association. Entered as second class matter 
January 9, 1936, at post office at Chicago, Illinois, under the Act of March 3, 1879. 


Subscription price: To members, $2.00 a year (included in payment of annual dues). 
To non-members, $3.00 a year. 











December, 1940 





THE CONTENTS 


[Continued from Page 3] 


Of Special Interest to Administrators 


Photograph of Second Southern Institute for 
Hospital Administrators................. 


ee Pee ee ee eee ee 
Clarence J. Cummings Retires.............. 
The War and Thermometers............... 
Improper Dishwashing Is Health Menace.... 
Graduate Course in Hospital Administration. . 
ane Creare A. Abbot Trust, .. .. 66 cece ees 


New Institutional Members of the American 
a a er 


Tri-State Hospital Assembly Outlines Its Pro- 
gram for Twelfth Annual Meeting........ 


George L. Halpern Retires................ 


National Foundation for Infantile Paralysis 
Announces Publication of Pamphlet to As- 
sist in Home Care of Patients............ 


38 
38 
38 
48 
56 


73 


76 
83 


Women and Children’s Hospital Celebrated Its 
PE I cue unde wae Sec ces.. 86 


Goodall Fabrics Has Own Sales Organization. 86 


oe as eae e ew bo 90 
Among the Associations................... 95 
Dr. Lawson Shackelford Resigns........... 99 
Gladys Brandt Goes to Louisville........... 99 
National Tuberculosis Association Releases 
eS Ener ONO eiirneS es Rewer es + 99 
John E. Ransom Goes to New York........ 99 


“The Manual of Specifications for the Pur- 
chase of Hospital Supplies and Equipment” 
ge Gk re ee 108 


The Hospital Book Shelf................... 110 
News Notes of Interest to the Hospital Field. .112 



















BABY: SAN 


AMERICA’S FAVORITE BABY SOAP 











SAFEGUARD 
against pre-natal bacteria 


From the very moment of the baby’s birth, Baby-San — purest 
liquid castile soap — contributes to the infant’s welfare. 
Gently, it removes the vernix, leaving the skin free from possi- 
ble pre-natal bacteria which often cause pemphigus and im- 
petigo. In the daily bath, Baby-San cleanses quickly . . . leaves 
an olive oil film to prevent dryness. With Baby-San your nurs- 
ery is protected. Years of usage have proved its merit. 


No other soap keeps the baby’s skin so healthy. That’s why 
Baby-San — dispensed from the Baby-San Dispenser* — is 
the choice today of 75% of the nation’s nurseries. 


* Furnished free to quantity users of Baby-San 
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IN A GROWING NUMBER OF HOSPITALS 


THESE THREE SOAPS 
Set the Standard of Service 


kkk 
ee hospital heads THREE SOAP. S 


are paying more attention every FOR BETTER 


day to the little extra touches and 
services that make patients feel 
more at home. Colorful walls, com- 
fortable, home-like rooms and 
soaps selected to meet the needs 
and preferences of different pa- 
tients, all help in the practice of 
modern hospital therapy. 









Three soaps that fill every pa- 
tient need are Palmolive, Colgate’s 
Floating and Cashmere Bouquet. 
Read below how they also meet 
exacting hospital standards of 
economy and patient care. Call 
your Colgate-Palmolive-Peet man — 
today for prices on the different 
sizes and quantities you require—or, 
if you prefer, write to us direct. 





FOR GENERAL PATIENT USE A FINE FLOATING SOAP FOR MATERNITY PATIENTS 
Patients like Palmolive, made with gen- Colgate’s Floating Soap is pure, white, Cashmere Bouquet delights maternity 
tle Olive and Palm Oils. It’s the world’s unsurpassed in quality. It lathers quick- patients. Its rich, creamy lather and deli- 
favorite toilet soap, yet costs no more ly, abundantly, in either hot or cold cate fragrance leave them feeling re- 
than many less favored brands. water...cleanses so thoroughly. freshed and dainty long after bathing. 
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HOSPITAL SERVICE DEPARTMENT, JERSEY CITY, N. J. . 
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Christmas Greetings 


O 


HRISTMAS is a holiday inseparably associated with finer spiritual values, rather 

than with material things. It is one day of the year when estrangements are for- 

gotten and old friendships are renewed. There are cordial handshakes on that 
day and friends live in the minds of friends. During all of the years since the day was 
set aside, it has brought joy and happiness to the people of every land. There is more char- 
ity at this time than at any other. Those who have, give of their abundance to those who 
are less fortunate. 


The spirit of Christmas should guide our activities at all times, but at this particular 
season we, in the hospital field, are grateful that we have the privilege to work under our 
conditions and circumstances. The nature of the holiday presents to our hospitals an 
opportunity to devote themselves to making others happy. Our avowed vocation gives the 
continued opportunity to carry this spirit of Christmas throughout the year as we lighten 
the burden of others and introduce into our work a love of service which makes of our 
life’s work a life’s mission. This time of year gives a splendid opportunity to extend 
greetings and good wishes to the membership of the American Hospital Association and to 
hospital workers everywhere. 


At times, our tasks seem difficult and there come periods of discouragement, but such 
times are seldom, for there is a real joy in living as we are able to carry on in this 
humanitarian field. Christmas is the anniversary of the world’s greatest event. To this 
day the early world looked forward and to this day the latter world looks back; it seems 
to hold time together. It is the continued devotion to the basic principles taught by Him 
which has proven these truths, and even in this hour of unrest and turmoil there is still 
a joy in living as only the benign attributes of our associates are recognized. The lives of 
each of us become enriched as we partake of the benevolent inspiration of Christmas. 


I would greet you, my Fellow Workers everywhere! For you I have the wish for an 
increased opportunity to serve, and with it come the blessings of a joyful Christmas time. 
May the New Year bring with it God’s richest blessings. 


M.D., 


President, American Hospital Association 
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Public Relations for American Hospitals 
EDWARD L. BERNAYS 


practically non-existent; today it is a catch- 
all word like “Americanism” and “propa- 
ganda.” 


T=: years ago, the term “Public relations” was 


“Public relations” to some of you is the bally- 
hoo of press-agentry you detest; to others, it 
means all the activities that fit a hospital into its 
social economic background. Public relations to 
some means contact with the press, insuring that 


--nothing unfavorable is printed about your hos- 


pital; to others, it is the smiling attitude of the 
receptionist downstairs or the way the visiting 
physician greets the patient. 


To the professional in public relations—I have 
been active in the field in association with Doris 
E. Fleischman for over two decades, advising or- 
ganizations of all kinds—public relations means 
every hospital contact with the public upon which 
it is dependent. Good public relations are good 
relations with the public. Bad public relations 
are unsound relations. 


With increasing interest of the public in hos- 
pitals, with reliance of institutions on all these 


Presented at the Convention of the American Hospital Asso- 
ciation, Boston, 1940. 
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@ Edward L. Bernays is the eminent Public 
Relations Counselor of New York City, a 
profession he was instrumental in creating. 





publics, with speeded up methods of communica- 
tion, and with a wide knowledge of psychology 
and sociology and the social sciences generally, 
has come an increasing realization of the impor- 
tance of public relations to all hospitals. 


Public relations should not be left to the novice. 
Good public relations activities demand the in- 
tegration of the whole institution, in attitude and 
action, to the needs of its publics. That demands 
the experience of a qualified individual. His func- 
tion should be to apply his scientific knowledge 
to bring about the best possible integration with 
the help of all concerned. 


I wrote to a number of leading hospital men 
in this country. I asked them what their prob- 
lems of public relations were and what they be- 
lieved to be the solutions of these problems. My 
discussion is based on these contacts and on such 
additional professional conclusions as I drew from 
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years of dealing with the relations of institutions, 
both profit and nonprofit, to their publics. 


Six Problems Confronting Hospitals 


The first problem, not necessarily in impor- 
tance, is the financial problem of hospitals. What 
should you do to interest wealthy citizens in giv- 
ing to privately endowed hospitals? How can 
appropriations be increased, a problem vital for 
government-owned hospitals and voluntary alike? 


The second problem, is relations with your com- 
munity. This falls into two categories: first, your 
community’s attitude toward hospitals in general; 
second, its attitude towards your hospital. 


The third problem is your relation to the med- 
ical public in your community. 


The fourth problem is maintaining friendly re- 
lations with patients and their families. You 
recognize that the personal contact of the doctors 
and employees in your hospital with the sick per- 
son and his family is an important element in 
affecting the attitudes of the broader public. 


The fifth problem is maintaining good relations 
with your employees. 


The sixth problem is one of relations with the 
channels of communication, and the media—press, 
radio, motion pictures, printed matter—that con- 
dition the public mind. How will you secure fa- 
vorable publicity through some of these media? 
How will you avoid unfavorable publicity? 


Obviously, all these problems demand solution. 


Sound Approach to Solution of Problems 


What is the best way to go about tackling 
these problems? Should they be attacked as sin- 
gle problems and overcome one by one? Or should 
they not be treated as elements of a broader prob- 
lem—each element having its relationship to the 
others and to the whole? This is a much sounder 
approach to the whole situation and its ultimate 
solution. 


The problem must be treated from the stand- 
point of all hospitals and their relationship to the 
public, as well as from the standpoint of the in- 
dividual hospital. 


Obviously, the public relations problem of all 
hospitals cannot be solved by any one hospital. 
It must be solved by united effort. United effort 
may be national, statewide, and citywide. Such 
effort may be for recognition of the different kinds 
of hospital service—private and. public. 


The work of public education for the acceptance 
of hospitals as a whole, on a national scale, is 
carried on by the American Hospital Association. 
On a statewide scale, some state organizations are 


12 





functioning. In cities, this method of dealing 
with your problems should receive greater atten- 
tion. We know the problems of hospitals within 
a community are complex. The most effective 
way of dealing with them is through pooling the 
thought and effort of the separate institutions, 
and bringing concerted, organized action to bear 
on their community problems. 


Effective Public Relations Work Must Be 
for All Hospitals 


The hospital within a community, wanting to 
better the attitude of the public upon which it 
is dependent, must realize that good public re- 
action to a specific hospital develops from good 
public attitudes towards hospitals in general. If 
the public does not accept hospitals as a whole, 
much of the public relations work of single in- 
stitutions will be ineffective. Time, energy, and 
money will be wasted. 


Consider the problems as they have been out- 
lined. How shall one hospital deal successfully 
with its own financial problem when those upon 
whom it depends in this respect, the donating 
public as a whole, taxing bodies, and public of- 
ficials, do not see hospitals in general in a true 
light? Can one hospital gain the support of the 
community if it is not only of the specific hos- 
pital but of all hospitals that the community lacks 
understanding? The individual hospital will be 
faced with the same question when considering 
all other aspects of its public relations problems. 
In its public relations work with the medical pro- 
fession, the patient and his family, employees and 
the various media, one hospital cannot hope to 
gain the most satisfactory results if the general 
attitude of these publics is not favorable to start 
with. One hospital can try to develop good rela- 
tions to a high point, but its efforts are bound 
to be hampered if the relations of all other hos- 
pitals with the community as a whole are not 
good. 


How Individual Hospital Can Deal with Its 
Problems 


There is a way, however, for the individual hos- 
pital to deal with this larger problem, and at the 
same time improve its chances for success in 
handling its own specific problems. And that is 
for the individual hospitals in a community to 
organize among themselves a representative body 
through which they can operate coherently, with 
a view toward gaining the support for the spe- 
cific hospital. Such an organization necessarily 
varies according to the locality, circumstances in 
the community, and the number of hospitals to 
be represented. In large communities it could be 
set up as a permanent hospital council, the hos- 
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pitals being represented by those best qualified 
to deal with the situation. In smaller communi- 
ties, where the problems to be faced may not be 
as involved, a less formal organization suffices. 
But whatever form it takes—no one recommen- 
dation concerning this could be applied satisfac- 
torily in each case—the value of such a unified 
body to the successful handling of your problems 
is basic. 


When it is a question of your financial prob- 
lems, what could such an organization, represent- 
ing all hospitals, do which at the same time would 
ultimately aid the individual hospital? One of 
your financial publics is governmental. Working 
through joint conference with public officials 
would be the best means of ironing out the diffi- 
culties arising from the use of voluntary hospitals 
for the care of the indigent at public expense. 
Confusion and individual misunderstandings could 
be avoided. A clear, overall picture of the situa- 
tion could be presented and discussed, and sound 
principles developed for determining the rate of 
payment from public funds to nongovernmental 
hospitals. In the same way, agreements concern- 
ing eligibility for hospital care could be reached— 
the discussions in this case including representa- 
tives of the medical professions. Uniform, mutu- 
ally agreeable systems of accounting and inspec- 
tion could be worked out with a minimum of 
difficulty. 


There are groups other than governmental, of 
course, which are connected directly with your 
financial situation. Joint conferences with wel- 
fare groups should be beneficial. Sounder and 
clearer points of view on community needs could 
be developed cooperatively. A particularly im- 
portant result of these discussions should be ar- 
riving at more equable bases for distribution of 
contributions from community funds. As the 
situation is today, the allocation of such funds 
is not always made as thoughtfully and econom- 
ically as it should be. 


Dealing with Business Groups 


Business groups are important to you from the 
financial viewpoint. The same method could be 
used in dealing with them. In such joint confer- 
ences your needs and the importance of your prob- 
lems to the community can be brought home more 
forcefully to just those groups which, from their 
experience and financial position, are best able to 
help you materially. 


In regard to your finances, such an organiza- 
tion would also be helpful in working out econom- 
ical practices within the institutions themselves. 
It would be well, for instance, for the group rep- 
resenting the hospitals to meet with purveyors, to 
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discuss the possibilities of obtaining supplies of 
all kinds more economically through a central pur- 
chasing agency. 


As for your relations with the community as 
a whole, such a representative group will be 
most valuable. A joint plan concerning educa- 
tional effort, with each hospital giving its best 
thinking to the question, would be far more pow- 
erful and could be carried out more effectively 
than separate work by individual hospitals. Some 
of this educational work, of course, would deal 
directly with your financial situation and help it. 
Work of this kind could be carried on through 
joint conference with church groups, to present 
clearly the problems facing the hospitals and in 
turn obtain the picture of community needs as 
the church groups see it. Through such meetings 
and through discussion, maximum understanding 
and support would be obtained from a very in- 
fluential section of the community. Cooperation 
with other community forces could be carried on 
in like manner. 


Relations with Medical Public 


In matters having to do with your relations 
with the medical public, conference between rep- 
resentatives of the hospitals and the various med- 
ical groups, rather than individual contacts, is 
the best means of establishing the best relation- 
ship possible in working out your necessarily 
closely connected plans. 


In the same way, matters which affect your 
relationship with your patient and his family 
should be decided jointly. Certainly cooperative 
action should be taken by all hospitals in the com- 
munity with regard to hospital standards, such 
as standards of service, rates, and procedure on 
admission. By this I do not mean to imply that 
there should be no variations. Surely there will 
be variations. Sound principles should prevail 
throughout the community in order to gain the 
maximum good will; they can only be arrived at 
and put into effect through the effort of such a 
representative organization. 


With Our Hospital Employees 


In your relations with your employees—a very 
important aspect of your public relations—the in- 
dividual hospital will again find that its own 
problem will be greatly simplified if the question 
is discussed jointly. Good standards should be 
set up on a citywide basis, since the relationships 
in one hospital are affected by those existing in 
other hospitals. 


Relation with Media of Communication to Public 


The same thing is true in establishing good 
relations with the media—channels of communica- 
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tion to the public. Joint conference will bring the 
best results, since the attitude of these media to 
one hospital depends in part on their attitude to 
hospitals as a whole. 


In the words of one of your leaders, “The hos- 
pitals should recognize the advantages of pre- 
senting a united front to the community concern- 
ing their needs.” Individual efforts must be co- 
ordinated when it comes to dealing with com- 
munity problems affecting hospitals as a whole. 


Hospitals may also, of course, organize along 
functional lines to carry on public relations activ- 
ities to further an understanding of their par- 
ticular purpose—lying-in hospitals, mental hos- 
pitals, tuberculosis hospitals. They can carry on 
effective educational work to create better appre- 
ciation of their function and of the desirability 
of public support for the particular function. So 
much for group cooperative action. 


Public Relations Program as an Entity 


I pointed out that the public relations program 
should be treated as an entity. The efforts to 
better the relationship between a hospital and 
the publics upon which it is dependent, should 
be coordinated parts of a broad program which 
modifies the actions and attitudes of the hospital 
and all it represents, as well as the public. Public 
relations is a two way street. This is vital today. 
In this hectic highly competitive world, survival 
and growth are dependent upon the intelligent 
adherence to sound public relations principles and 
practices by the hospital. The effective use of 
sound public relations may mean the difference 
between life or death for the institution. 


The first step is to have the objectives of the 
hospital clearly in mind. Without objectives, it 
is impossible to chart a course of action. You 
have to know where you are going before deciding 
on the quickest and surest route. That matter of 
charting a road is not easy. I have sat at direc- 
tors’ meetings of hospitals and have noted how 
those guiding the hospital lacked knowledge of 
the direction in which they were leading it. 


Constructing the Base of a Public Relations 
Program 


A public relations program of a hospital—or 
for that matter of any institution—must, first of 
all, be based on knowledge of what it wants to 
do, with whom, when, why. And, of course, it 
should know what resources of men, money, and 
materials it has with which to meet its objectives. 


Is the hospital more interested in research than 
in ward patients? Is it fulfilling a neighborhood 
need, citywide need or special research or medical 
function? Is its training school for nurses or 
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physicians a major or minor objective? On what 
does it want its reputation to be based? What 
contribution does it want to make to.the health 
of the community? How does it want to fit into 
what pattern? These are questions which must 
be answered as the prerequisite of an intelligent 
public relations program. 


But, let us say that you have decided on these 
answers with your board of directors—your city 
or your state, if you are directing a governmental 
institution. What is the next step? For meeting 
that hurdle successfully is only the start. 


Formulating Objectives 


The next step is to formulate a clearcut pro- 
gram from these answers. Something like this: 
within a period of X years, the ABC Hospital 
should achieve its objective of actually serving 
its population of Y people in this Z area in the 
following ways. To accomplish this purpose, as 
far as we know, we have the following DEF re- 
sources in materials, in men, and in money. 


Now you have a clear-cut statement of objec- 
tives which gives you the starting point for the 
next stop. 


Techniques for Measuring Public Sentiment 


This should be taken before any actual public 
relations plan is worked out. It applies to the 
problem at hand the latest techniques of measur- 
ing attitudes and opinion. This step is to make a 
survey of all your publics; a survey employing 
“sampling techniques” used successfully by such 
men as George Gallup, to size up the present public 
attitudes toward the hospital and your objectives, 
and why; and what are the present bases of belief 
of your public and what can change them. By 
informal interviews or correspondence, you must 
sample the attitudes of people who know and of 
people who do not know your hospital personally ; 
of doctors on and not on your staff; of contribu- 
tors and of noncontributors. 


After your survey is finished, it may be neces- 
sary to re-orient your objectives and modify 
them in the light of realities disclosed by the sur- 
vey. The survey might indicate a public com- 
pletely apathetic to some particular objective you 
had in mind. To change the apathy might cost 
more in time and money than you have available. 
You might find, on the other hand, that the survey 
within the community discloses certain needs to 
which your hospital is not now paying attention. 
Whatever the survey discloses should be taken 
into account when formulating your public 
relations plan. And remember, public relations 
activity does not consist only of words 
and pictures used to’ modify public attitude 
and actions; it consists of deeds, of activities that 
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meet public demands and needs—of making your 
hospital an organization that in its daily routine 
meets the best public standards. 


Strategy Planning and Timing 


Not until now, should you develop the strategy, 
planning, and timing of your public relations ac- 
tivities. Bear in mind that an effective public rela- 
tions campaign cannot be carried on without man- 
power and money. You must make a decision now 
as to how much you will spend in time, effort, 
and money. Yardsticks for this decision vary 
with the particular case. 


The public relations budget should appear in 
the main budget just as does any other necessary 
expense. Certainly the maintenance of public 
good will and support is as important as the main- 
tenance of buildings. If a hospital has not what 
it estimates to be sufficient funds for this purpose, 
it might well secure professional advice on how 
its funds may be increased to cover its budget, 
which obviously includes this activity. 


Responsibility for the public relations activity 
should be placed in charge of a qualified individ- 
ual of the Board experienced in this field. Some 
leading voluntary hospitals are now acting on this. 
A number of hospitals have such men on their 
boards. Otherwise, the services of a qualified 
individual to act as a director of public relations 
might be obtained either on full time if the hos- 
pital is large enough and finances adequate, or on 
part-time. At all events, it is vital that the indi- 
vidual should have a knowledge of the work of 
acting as interpreter between public and hospital, 
being sure to make it a two-way function. 


Developing the Public Relations Program 


A program should then be mapped out for deal- 
ing with the various problems I have enumerated. 
In developing this, care must be taken to evolve a 
broad, integrated, unified plan rather than a 
catch-as-catch-can effort directed towards at- 
tempting to get favorable publicity or to eliminate 
unfavorable publicity. It just will not work that 
way. 

A program of the kind outlined involves the 
most careful planning, strategy, and timing. It 
takes into consideration the attitudes and actions 
of the public as disclosed by the survey ; the media 
for reaching the public and the valid symbols, the 
words, pictures, and actions that affect opinion 
and attitude, to change passive or unfavorable 
attitudes and actions into favorable ones. 


Now back to the problems and their answers. 


The Financial Problem of Hospitals 
As to the financial problem of hospitals, both 
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voluntary and governmental; several aspects of 


this serious situation have been brought out. As 
one person put it, “The public should be made to 
know that no hospital, whether voluntary or 
otherwise, can be maintained without considerable 
cost. The public is not familiar with the high 
costs of medical and surgical equipment and sup- 
plies absolutely necessary for maintaining any 
modern hospital. There are thousands of people 
in every large city who live in close proximity to 
a hospital, yet have never visited the institution 
and are totally ignorant of the high caliber of 
work being done.” 


As another said, in taking account of the com- 
parative cost of hospitalization today as compared 
with formerly, one of the factors is that, whereas 
new equipment has increased the cost of hospitals 
while increasing the efficiency of combating dis- 
ease, it has also cut down the average cost of a 
hospital stay to an individual because he gets well 
so much quicker now. The average stay 50 years 
ago was 28 days, 25 years ago was 22 days and 
in 1938 only 11 days. 


As a third expert stated, hospitals have enor- 
mous credit and collection difficulties. A large 
percentage of paying patients must have credit. 
Hospitals are in no position to refuse necessary 
treatment for lack of ready cash on the part of 
the patient. But the hospital cannot keep its 
creditors waiting. The inevitable consequence 
is that the hospital finds itself in the banking loan 
business—which it can ill afford, and which is not 
its proper sphere. 


Hospitals and private physicians are finding 
it increasingly difficult to retain their paying pa- 
tients, because to do so they must make it possible 
for the patient, who has some money, to pay both 
the hospital and the doctor. The group hospital- 
ization plan, which spreads the cost on an insur- 
ance basis, is the notable effort to solve this 
problem. 


Further, voluntary hospitals are faced with the 
condition pretty generally prevalent, of having to 
serve indigent patients but not getting enough 
money to cover the cost from the state or county 
government. The Albany Hospital for instance 
finds that they get just over one-half the cost of 
caring for such patients from the government. 
Then there are the patients who are not quite 
poor enough to get free treatment in the city 
hospitals and so go to voluntary hospitals to pay 
what they can—a mere fraction of the actual cost 
to the hospital. 


“A major financial burden of the volun- 
tary hospitals (in New York State anyhow) 
is the burden put upon them by law and tra- 
dition in the maintenance of clinic service, to 





which doctors and hospital have to cater with- 
out appreciable recompense, for large num- 
bers of patients whose ability to pay, very 
difficult to ascertain, is usually low anyhow. 
Large deficits are the result.” 


There is a serious financial problem for volun- 
tary hospitals to decide—whether or not to con- 
tinue to accept government subsidy when the gov- 
ernment will pay only part of the expense of 
handling the patients in question. On the one 
hand, some money may be better than none in 
helping to defray expenses; on the other, with 
government subsidy comes a measure of control. 


You are much concerned about the financial 
problems facing government hospitals. As has 
been pointed out, government hospitals have in 
the past depended largely upon the voluntary in- 
stitutions for advances made in medical science 
and in material facilities. The governmental hos- 
pitals, on the other hand, are realizing their re- 
sponsibilities in research and pioneering, particu- 
larly as they can no longer depend so much on 
voluntary hospitals to do this for them. This 
means that they must have increased tax funds, 
and to get this they must do a much broader edu- 
cational job than the voluntary hospitals. 


“The government should be vitally con- 
cerned with the health and welfare of its 
people and must utilize its taxing powers to 
support well planned health programs. One 
of the financial problems of some governmen- 
tal hospitals in large cities is that of elim- 
inating patients who can well afford private 
hospital care.” 


Values of an Intelligent Enlightenment of the 
Hospital Public 


Financial difficulties could be met if hospitals 
devoted more time to intelligent enlightenment of 
the public as to what are the financial problems 
of operation of hospitals. The situation could be 
helped by liberalizing the terms of the hospital 
service plans to include a pre-payment plan for 
the care of ward patients. Individuals in the lower 
salary brackets cannot afford the rates for exist- 
ing plans that do not provide for the physician’s 
fee. A plan to provide hospital and medical care 
would lead to a higher occupancy in the voluntary 
hospitals with increased revenue. The voluntary 
hospital should explore every opportunity to in- 
crease its income through other than tax sources, 
and should not adopt a defeatist attitude. 


Because of the general economic situation we 
find voluntary hospitals have a much harder time 
raising money than formerly. Less money is avail- 
able. Voluntary hospitals need not only to make 


16 


a more intelligent effort to get such funds as they 
can from voluntary contributors but they also 
need, in many cases, to fall back on increased 
governmental help. They must educate their 
public not to let their pioneering efforts be cur- 
tailed as a result of this dependence on public 
funds. 


The annual report of a hospital can be used to 
good advantage in presenting the financial picture 
if it is compiled to present factual material in an 
interesting and entertaining manner. 


Interesting Potential Donors in Our Hospitals 


To interest potential donors in hospitals, it is 
sounder to find denominators of interest that will 
appeal to people intensely, rather than to look for 
very broad common denominators of interest. The 
money raising firms have capitalized on this. Their 
lists of potential donors contain breakdowns of 
the donor in terms of his various interests, and 
appeals are made to these specific interests. 


Among solutions to the financial problems of 
government hospitals is the basic suggestion that 
taxing bodies need “constant presentation of the 
fact that the cost of medical care is not static, 
but that the use of tax funds as apportioned to 
tax-supported institutions must be an indefinitely 
increasing quantity.” 


I have been interested in the many comments 
on ways and means by which the community may 
be interested in your hospital. © 


Get acquainted with the powers that be, 
whether political, social, or medical. 


If you can get sufficiently integrated into 
your community to be sought after to serve 
on committees, whether it be for the naming 
of babies, the raising of funds for hospitals, 
arranging public health programs, crowning 
the Cherry Queen, arranging for better in- 
structions for interns, or what not, always 
be available. 

Get acquainted with new people. 

If people ask favors, ask few favors in 
return. 

And, remember, 

“If you have a thousand friends, you have 
not one to spare, 
But if you have an enemy, he will meet you 
everywhere.” 
All people connected with the hospital should 
take every opportunity to speak about it to the 
various community organizations. Use the radio. 


Write and place magazine and newspaper articles. 
“The favorable good will of the public is 
best gained by the treatment that the public 
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recelves at your hands from the time they: 
first enter the institution in search of relief 
until they are able to leave with their health 
restored. Humanitarian consideration of the 
patient certainly accomplishes a great deal 
not only in making their stay in the hospital 
pleasant but in getting a favorable report to 
the public when they are released.” 


Newspapers, Radio and Motion Pictures 


And now as to relations with the media of public 
information. This is a very important element in 
your problem because under our complex civiliza- 
tion men receive their impressions not only from 
personal experience, but from the words and pic- 
tures to which they are exposed through chan- 
nels of communication. It is for that reason that 
the newspaper and the radio are so important to 
the hospital and to every other organization de- 
pending upon the public. I was interested in 
what some of you told me about your treatment 
of the press. 


As one hospital man said: 


“If the newspapers want to know what 
your attitude is toward apple pie for break- 
fast, give them your attitude. Remember, 
the newspaper reporter has to earn a living 
the same as you. If the newspaper reporter 
wants to get a picture of some ‘nut’ who has 
tried to commit suicide or of someone else, 
try to persuade the person responsible to give 
it. If the newspaper reporter wants to get 
some information about certain patients, try 
to make an effort to get it. Do not discrim- 
inate between newspapers in disseminating 
news. Cooperate with the press at all times 
as far as ethically possible instead of just 
when an endowment campaign is on.” 
Another said: 


“It is far better to give them the entire 
story, with the request that our confidence 
be respected, than to try to hide facts that 
they are almost certain to learn eventually.” 


Newspapers, radio, and motion picture news 
reels are privately owned. Their function is to pur- 
vey news. Anyone interested in a hospital must 
study the media through which he desires to 
convey fact and point of view. He must find out 
the characteristics of what they purvey and then 
must attempt to find a coincidence between what 
he is presenting to them and their definition of 
news. After that is done, the media should carry 
your story. Naturally, a newspaper that appeals 
to a sensation minded public will want that type 
of news, and a conservative newspaper will want 
conservative news. In seeking publicity, you will 
find that public relations is not an umbrella that 
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will protect you against bad news, if there is bad 
news. What public relations will and should do 
is to have you do those things that are in the 
public interest, in such a way as to have the over- 
all impression of your public a good public interest 
impression. And, if you meet that criterion, if the 
balance of public opinion is sound and good and 
sees you in the light that you want to be seen, 
you have accomplished your objective. 


A Two Way Activity 


To sum up; to the professional in the field, pub- 
lic relations, often a loose term whose meaning 
varies with the persons using it, covers every 
hospital contact with the public upon which it is 
dependent. The best public relations should be a 
two way activity; directed toward modifying the 
attitudes of the hospital and all it represents, and 
toward modifying the actions and attitudes of the 
publics upon which the hospital is dependent. This 
should bring about a coincidence of the hospital’s 
and the public’s interest. 


Five Necessary Steps in Planning a Publie 
Relations Program for Hospitals 


There are five necessary steps in mapping a 
public relations program for the individual 
hospital: 


1 A hospital must know what its objec- 
tives are, what place it wishes to take in the 
community, and what function it can best 
serve. 


2 A survey, utilizing the newest measur- 
ing techniques, should be made of community 
attitudes, to modify the program so as to con- 
form with vital community needs and with 
public opinion as to what a hospital should be. 


3 Through careful discussion, the hospital 
must arrive at a clearly defined program to- 
ward reaching its objectives. 


4 It must foster cooperative effort with 
other hospitals and avoid competitive atti- 
tudes. 


5 The hospital public relations program 
should be planned to offer a broad unified ap- 
proach to the entire question. In carrying 
out plans, there must be continuous and not 
sporadic effort by the hospital. 


In planning a public relations program, hos- 
pitals should take a broad approach to the ques- 
tion, analyzing and integrating their problems so 
that they may be dealt with as a whole, placing 
special emphasis on the desirability of unified 
action by all hospitals in dealing with the matter 
on a community-wide basis. 
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Art and Science of Hospital Administration 


BENJAMIN W. BLACK, M.D. 


field are not always cast in a given mold, 

but are formed and perfected by degrees 
and by frequent handling and polishing. To ap- 
ply this, there must be included original applica- 
tion of principles that create new methods and 
new procedures in hospital administration. Sci- 
ence is organized knowledge acquired by study, 
correlation and search for truth, as well as the 
establishment of principles and laws deducted 
from facts which have been accumulated by sys- 
tematic observation. Hospital administration is 
a new professional field that would best serve by 
finding new and better ways to apply its science 
and are in its application to aid in the treatment 
of the sick. It includes medical and nursing edu- 
cation and engages in research in new ways of 
treatment as well as the prevention of disease. 
It has a distinct social implication and is con- 
stantly engaged in the perfection of an art in 
carrying out good principles in organization as 
scientific care is applied. 


M iste and technics in any professional 


In “Through the Looking Glass” you will recall 
a part of the story of the Red Queen. Alice and 
the Queen were on a vast imaginary chess board. 
The Queen told Alice, who was then a pawn, that 
she could be a Queen when she reached the eighth 
square. Ambitious Alice began to race across the 
chess board in order that she might reach the 
eighth square and come into her kingdom. She 
ran and ran and then looked around breath- 
lessly to discover that she was exactly where she 
started. Then it was that the Queen remarked, 
“Now, you see my dear, it takes all the running 
you can do to keep in the same place. If you 
want to get somewhere else you must run twice 
as fast as that.” Unless we run we cannot even 
stay in the same place, that is why famous people 
have to work so hard to stay famous and that is 
also why we have to hustle all the time, practic- 
ing the wiles of our art and applying the princi- 
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ples of science in order that we may make some 
headway. 


Purpose for Which Hospitals Are Operated 


Hospitals are operated, first of all, for the pur- 
pose of taking care of and supplying treatment 
for patients who have been brought to the hos- 
pital to receive such care. The community reposes 
confidence in its hospital and this confidence is 
one of the most important components in its suc- 
cessful operation. There is, too, a well deserved 
public trust in the physician and the other groups 
of individuals who make up the hospital staff, 
for from the confidence in these persons the com- 
munity becomes convinced that the patients as- 
signed to their care will receive the best treat- 
ment that science offers and that it will be applied 
effectively to hasten recovery. Without such con- 
fidence, public approval would be withheld and 
the distinct personality which every hospital ac- 
quires would suffer because of this lack. 


The basis for public approval which the hos- 
pital develops is well recognized and measured 
by certain well known criteria—and when present 
commends itself to the public. The patient is 
the center of all our attention and activities, 
protected in every possible way; a policy enforced 
that is fatal to anyone who fails to maintain this 
standard, admits of no errors in the case of 
patients, constantly plans and devises ways for 
their avoidance and develops and plans for better 
care. Of similar importance is the application of 
discipline, firm, sure, fair and final, establishing 
as it will public confidence which such application 
will maintain. 
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The Hospital as a Community Enterprise 


Every hospital is a community enterprise and 
this relationship is usually maintained through a 
board of trustees in charge. A wise board gives 
to the executive the full responsibility and expects 
him to develop initiative as it assists him in effi- 
cient operation of the institution and as he main- 
tains the high standards of professional service. 
Steps are taken to see that a budget is adopted 
and properly balanced with properly applied budg- 
etary control. The members attend board meet- 
ings, work on committees as may be required, and 
render the highly specialized service demanded 
of each of them as each may best serve. The 
board also upholds the discipline of the hospital 
as they refrain from undercutting the adminis- 
trator, and insist that the administrator’s dis- 
ciplinary arm shall be upheld. They find other 
ways to serve the institution and by the assump- 
tion of numerous responsibilities they seriously 
carry out the duties and the demands of office. 


When improvements are proposed or additional 
investment demanded, a consistent attitude to- 
wards their need as a measure of their use, must 
be maintained. Such improvements, if they con- 
tribute directly to and hasten the recovery of 
the patient, aid in his comfort and reduce his 
days of illness. The contemplated change should 
protect an existing investment as aid to efficiency 
or should effect a direct saving of someone’s 
money, the patient’s or the hospital’s. 


For a long time the members of the board prop- 
erly assumed the responsibilties which are theirs 
' when they accept such an important position, but 
often this responsibility is not assumed and the 
community relationships suffer. A board to serve 
best must know how to plan wisely, to employ 
a trained administrator with executive ability, an 
organizer who speaks with authority on hospital 
and professional matters. 


The Hospital Executive 


No executive can expect to succeed unless he 
is well educated, possess a cultural background 
and is qualified to win the respect and confidence 
of not only his associates and colleagues, but 
those in public life with whom he comes in contact. 
The board and executive must recognize that effi- 
ciency in the executive office does not necessarily 
mean cutting expenses; it means insuring the 
patient the best possible care at the lowest possi- 
ble cost. There are times when increased budgets 
may be the best possible means of securing 
efficiency. 


Hospitals have developed rapidly during these 
last few years and many changes in the type and 
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character of hospital work, as well as its executive 
direction, have taken place and there must be a 
continued program of education to keep abreast of 
these advances. The science of medicine and the 
improvements in hospitals have far exceeded in 
excellence the type of medical administration and 
hospital direction which have been available. True 
progress in the development of this profession of 
administration is very noticeable today and bids 
fair to keep abreast of these scientific advances. 


There are usually several business functions 
required of any person who operates a hospital. 
These functions are separate, yet all are related. 
In the traffic of patients, consideration must be 
given to their admission as well as their dis- 
charge. Patients, particularly if it is a first hos- 
pital experience, are frightened, find themselves 
in a strange atmosphere; are in the presence of 
strange faces, and at the same time they are fear- 
ful of the outcome of their illness or disability, 
and the treatment to be rendered. No greater 
opportunity exists anywhere than their proper 
handling; if greeted with kindliness and insight 
the first steps have been taken towards their 
recovery and there have been put into practice the 
first principles of good hospital administration. 


Accounting, purchasing, and issuing of supplies 
have their places in the hospital and give again 
an opportunity for improvement in public rela- 
tions where the hospital must invest much to- 
wards the securing of good will. Hospitals have 
a right to advantages in purchase because of the 
large amount of supplies used and there must al- 
ways be care in the issuance of such supplies, but 
at no time should the patient’s well-being be 
jeopardized because of barriers placed between 
the necessary needs in caring for the patient and 
the securing of such supplies. 


The extension of credit and the collection of 
bills is another business function of which too 
little is thought in its application to the feel- 
ings of the patient, his family and friends. 
Hospitals are not money making machines; they 
are different from most other types of business 
in that hospitals, when they do not pay their 
way do not close up and at the end of the year 
deficits are absorbed, usually by a company of 
kind hearted people who believe that the hospital 
is a community asset and the people who are 
operating it are doing their best. The patient 
ought to share in this belief for it is important 
towards his comfort and it may have something 
to do with the promptness of his recovery. After 
his business contacts with the main office of the 
hospital the patient should still consider the hos- 
pital a friendly refuge, not a money-making re- 
pair shop. The administrator must clearly under- 
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stand these and other relationships and purposes, 
and his employees must appreciate and cooperate 
to carry out such policies. This involves a con- 
tinued program of training, not only in the factual 
material presented but in the manner of doing 
disagreeable duties and the effect of their doing 
on the comfort and welfare and good will of the 
patient. 


The Medical Staff 


The medical staff consists of only those physi- 
cians who have merited the confidence of the 
public and the good administrator of the future 
must constantly be able to analyze and present 
a measurement of professional efficiency in his 
staff. This is done in various ways with which 
he is familiar and he must select those procedures 
which have proven the most useful under similar 
circumstances. The understanding of the patient 
and his problems, the duties to be performed by 
employees, the study of new methods in their per- 
formance, will serve as a basis for continued 
good relations between the hospital and the public. 


Where Hospitals Differ from Hotels 


It has been said by many that a hospital is no 
different than a hotel, that its operation and 
management permit the application of the same 
principles of administration. This has been modi- 
fied by stating that a hospital is a hotel for the 
sick. Neither of these statements are true be- 
cause no hospital can successfully operate on any 
basis that lacks altruisms, principles of good will 
and humanitarianism, by contrast with the appli- 
cation of business practices to the end that a 
business must operate at a profit. There are 
several basic principles in administration that may 
be applied to a hospital or to a hotel or to any 
other type of business if properly organized and 
operated. 


A scientific organization defines the nature and 
character of the purpose for which it is designed, 
and the services which it will be called upon to 
perform. In the hospital the guests are all ill 
and medical science is applied to their aid by some- 
one skilled to treat them, and the members of the 
family who are ordinarily not sick, but concerned, 
often critical and difficult. Sympathy and emotion 
balanced against need, rather than anxiety, re- 
quire a nice balance and understanding in the 
application and treatment of the patient. The 
hospital, too, must have available for the care 
of the patient, vast varieties of skills as may be 
necessary; there must be the avoidance of per- 
sonality conflicts and the management must be 
skillful, astute, wise and human. 
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Type of Organization 


The type of organization necessary to do the job 
determined upon must incorporate the best 
thought in management as well as the application 
to duties to be performed and the persons to be 
served. There are more problems involved in the 
organization of a hospital than are usually found 
in any other types of business. When a decision 
is made, then the type of organization must in- 
clude the professional services offered to a patient, 
and those rendered by a nursing staff; a dietary 
department with a skilled and trained dietitian; 
laboratories including x-ray and clinical work with 
technicians, as well as pathologists and radiolo- 
gists in charge. There must be a drug service, 
technical maintenance crews, a plan for taking 
care of the autopsy work, an office for the purpose 
of maintaining accounts, keeping of the records, 
and such other matters as a business office would 
perform. All of these activities must center in 
an executive trained and skilled to carry out the 
purposes of the organization. 


The placement of technical personnel in posi- 
tions of responsibility and their supervision again 
taxes the administrator and his staff as does sim- 
ilar work in any institution. There must be a 
constant study of individuals assigned so that by 
training, personality, and ability, they are able 
to carry on the work assigned to them. Distinct 
consideration is to be given in the relations of each 
employee to the public and to the physicians; the 
responsibility of the executive and his employees 
to the Board of Trustees. 


Executive and the Hospital Personnel 


The executive must be able to establish policies 
having to do with personnel and devise methods 
of carrying out good personnel administration so 
that salary values shall be reflected in the type 
of service rendered; cheap personnel with a large 
turn-over is never economy. The best type of 
personnel management is demonstrated by the 
ability to secure and continue in employment loyal 
persons who receive pay and emoluments equal to 
those paid for similar skill and similar services 
rendered in any other line of employment. It has 
been said that a hospital, as a great enterprise, 
is but the lengthened shadow of one man, usually 
the administrator; his temperament, his honesty, 
his judgment are reflected by department heads 
and others who serve under him. The vital need 
for this leadership has become as insistent in the 
hospital world. as in any activity in the business 
world. 


There is a growing demand and a settled con- 
viction that the executive shall do more than as- 
sume command and give the orders. He is a 
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public and professional guide, does more than 
exhort and manipulate, but rather makes group 
activity of his personnel a satisfying experience 
for people ill and requiring care in his institution. 


Organizations today are tending more and more 
towards the functioning of duties under a single 
administrative unity which may tend to separate 
and isolate the individual and may tend to destroy 
a warm feeling of group solidarity. Even with the 
necessity of such an organization present, the 
ideal type of administration is to be directed by 
a leader perfected in human relationships rather 
than as a commander with routine contacts with 
those with whom he might command. There is 
an art in achieving such leadership, the ability 
to influence people towards some goal which they 
come to find desirable. 


Leadership 


Command is the exercise of power over people, 
while leadership implies the creation and use of 
power by bringing people together to work happily 
and effectively without constraint or command. 
Leadership creates morale, voluntary enthusiasm 
and effective group effort directed towards the 
accomplishment of a great central purpose. Great 
leaders are developed through effort, individual 
growth and natural capacity ; the ability to assume 
responsibility is of equal importance as the ability 
to delegate authority. Human relationship :in the 
genuine leader must be well above the average in 
all of the qualities, direction of purpose, enthusi- 
asm, friendliness and affection. He must be 
decisive and intelligent, a teacher with faith in 
his ability. Workers are always impressed by 
finding such an executive able to galvanize in- 
dividual lives into purposes of service with 
enthusiasm and happiness in duties performed. 
His attitude towards the various administrative 
departments of the hospital and towards the pro- 
fessional staff is vital and he must see that they 
operate in harmony with good scientific adminis- 
tration. 


The executive must also know that his hospital 
service shall include every service that will result 
in better care for the patient. He must provide, 
‘too, a service for the doctor as the doctor provides 
a service to the patient. For him there shall be 
placed in readiness the numerous technics in- 
cluded in the pathological and clinical laboratories, 
the x-ray; and suitable anesthetic service and 
other professional assistance as he may require. 
Each department shall be directed by well quali- 
fied persons not only familiar with the methods 
in operation, but also the standards of technic 
adopted, and have ability to make their appli- 
cation. 
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Hospital administration requires, too, that em- 
ployees shall be made continuously aware that 
new policies, when adopted to replace others, are 
to be well understood and adapted to good ad- 
ministration. This usually implies that from the 
office of the executive shall be issued instructions, 
orders, regulations, procedures and information 
for the benefit of his associates and the heads 
of departments, and also the visiting staff and 
those who are subordinate in all departments. ‘ 
All plans and procedures shall be administered 
with the thought in mind that there must be 
continued protection of the patient, the doctor, 
and the hospital.- Public attitudes and changes 
in attitudes of the medical profession have pre- 
sented for adoption and necessary acceptance of 
changes, new and progressive ideas. Some of 
these may have been expensive but if they are 
used to the benefit of the patient, their values 
have been increased as better care becomes avail- 
able. 


Business Aspects of. the Hospital 


People today, through vastly increased sources 
of education, are health-minded in a way that 
they have never been before. The public is aware 
that science, through its numerous achievements, 
has provided protective forces which will continue 
to raise the health standards for the benefit of 
the people. Hospitals necessarily have properly 
become more responsive to the needs and demands 
of those whom they serve; the medical profes- 
sion become responsive too, to these demands. 
The rendering of service entirely above the assur- 
ance of fees and charges continues to set the 
hospital and physician entirely apart and above 
any manifestation of trade. 


Business does not lose caste by refusing goods or 
credit to a purchaser if the latter cannot guaran- 
tee payment, but a professional man under similar 
circumstances must be obliged to render this ser- 
vice and to subordinate any consideration. involv- 
ing payment to the performance of the service 
rendered. There can be no departure, even in 
this age of economic readjustment, from these 
ideals. The law defines and classifies hospitals, 
details their organization and their method of 
management. 


Taxation remains a pressing problem and a de- 
mand that due credit be given to the hospital for 
the amount of its charity, a constant problem, 
always present. Proper regulations and policies, 
when adopted, usually have for their purpose the 
avoidance of nuisances and dangers, both within 
and out the hospital and if properly carried out, 
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minimize the danger of legal complications, and 
with it all, looking toward the promotion of 
health, safety, and the morale of the personnel 
and the patients. 


Superintendent and His Assistants 


The hospital superintendent is not expected to 
operate the great institution over which he pre- 
sides alone and without assistance. There are 
assembled around him men and women of ability 
equal to his own, outstanding ability in special 
lines, very necessary in its operation. The knack 
of getting along with these people, that the job 


of the institution shall be carried out, is the sign. 


of good administration. In this, all the factors 
involved in human relationships are _ utilized. 
Basically, hospital people must desire, first of all 
to assist any person who requires assistance and 
the more helpless they are, the more pleasure 
there is in rendering such assistance, on the part 
of the true hospital worker. 


“Dr. Hudson’s Secret Journal,” that delightful 
book written last year by Dr. Lloyd C. Douglas, 
has some philosophy concerning the art of the 
hospital and the patient, which I would like to 
bring to you. Few, if any hospitals, take advan- 
tage of the opportunity of giving to the patients 
a little advice. As it now stands, it appears to be 
nobody’s business to offer counsel on how to take 
illness and how hospital care can best be given. 
Injunctions are found tacked upon the wall, but 
he thinks that there is a wide open market for 
some friendly talk to these unhappy guests. 


Dr. Douglas presents certain advice which I 
should like to include as a fine text with which to 
conclude. ‘‘We are honestly sorry,” Dr. Douglas 
states, “for people who are obliged to undergo 
discomfort, pain, and boredom in. the hospital, but 
it is not our fault either that you incurred the 
illness that brought you here. This is not a hotel 
but a friendly refuge where a company of kind 
hearted people are trying to do their best to make 
you well. Our nurses are well trained, a part of 
this training is in the control of their personal 
feelings. Nurses and others must perform dis- 
tasteful tasks and are taught to do them without 
showing how they feel on the subject, but that 
does not mean that their feelings are not ruffled 
or that they are insensitive. They are just as 
human as they can be and have their own little 
frets, disappointments, and depressions. Your 
doctor, too, wants you to get well and as rapidly 
as possible. He appreciates your cooperation and 
he knows and you should know that if you want 
the largest degree of satisfaction out of your 
experience in this hospital you should join hands 
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with him and with others almost as if you were 
a member of the organization. If you believe in 
this hospital and in the skill and sincerity of the 
doctors and nurses, you will not be troubled by 
the little vexations and troubles which seem to 


menace the peace of many patients. We are 
anxious that you should be contented and we hope 
that we are able to dismiss you fully recovered 
and sound as you were before. We want you to 
go out not only repaired physically but reinvigor- 
ated in mind and heart.” 


Psychology of the Patient 


People ordinarily do not often have a chance 
to find out how much pain they can endure or 
how long they can wait. In the hospital they 
can take their own measure and discover their 
own strength. Circumstances now provide the 
patient a chance to learn whether he has what 
it takes. He is able to conduct his own examina- 
tion and he marks his own grade, and in the 
future no matter what may happen to him, he 
will know exactly how much disappointment, 
anxiety, and inconvenience and pain he can stand. 
It is worth something to the patient to find this 
out; almost everybody finds out that he is braver 
than he thought he was, but it is worth a good 
deal to know just how true this is. 


Sometimes people who had not succeeded in 
making anything very important of themselves, 
have discovered during their stay in the hospital, 
certain neglected gifts which they have and which 
they have afterwards exercised to their immeas- 
urable satisfaction. In many instances self- 
discovery has resulted in marked expansion of 
interest and success in after life and there have 
been patients who have a belief that destiny 
shunted them off their course in. order that they 
might take stock of their resources. Hospitals 
have long contributed to such a process and should 
think a good deal of these things as it carries out 
its tasks. a 


We are engaged in our own life’s work, in a 
profession devoted to the care of the helpless, 
oftentimes the hopeless, and those who demand 
for the moment the most skillful and careful 
attention that can. possibly be theirs. It is our 
good fortune and our pleasant and continued duty 
to supply these services. We must be aware of 
our value and apply the science of medicine, with 
all its implications, to their benefit. In doing so, 
let us devise new and finer ways to apply our own. 
important service in a manner that will make 
their application an art and bring happiness to 
those who render the service and help to those 
who receive it. 
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Minimum Standards for Convalescent Hospitals 


E. H. L. CORWIN, Ph.D. 


oped and enriched our existence, it is some- 

times accused of having been responsible 
for many and sundry ills and, particularly, for 
having relegated the life of the spirit to a sec- 
ondary position. If this be true in the realms 
of philosophy, art, literature and religion, it does 
not apply to that component of the life of the 
spirit which we call charity. As a matter of fact, 
with the advent of modern science, charity has 
taken an upward swing not only because of the 
largesse placed at its disposal, but because of 
the effectiveness of its ministrations. This can 
best be illustrated by the evolution of the insti- 
tutions for care of the sick. 


A LTHOUGH scientific progress has devel- 


At the dawn of the scientific era the hospitals 
were not only filthy and mismanaged but the state 
of medical education was shockingly unsatisfac- 
tory. It is practically within our lifetime that 
the great achievements in medical education, med- 
ical organization, hospital construction and hos- 
pital management have taken place in America. 
The medical profession had such a Gargantuan 
task before it in establishing standards of work 
and patterns of behavior, and in attaining the 
high peaks of medical and surgical practice of 
today, that it had no spare time or energy to deal 
with that wide fringe of medical responsibility 
which is comprised within the terms of valetudi- 
narianism and convalescence. 


But today American medicine has come of age. 
It has almost overreached itself in the counsels 
of perfection. It has given such an impetus to 
hospitalization and to the proper treatment of 
the sick that the politicians, always on the look- 
out for new grazing lands, are beginning to in- 
vade this domain in “a big way.” 


Neglected Areas in Care of the Sick 


There are two neglected areas in the organiza- 
tion for the care of the sick. I refer to the need 
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of social provision for those among the lower and 
middle-class people who are afflicted with catas- 
trophic illnesses, the long drawn-out maladies 
which tax private resources to the limit; and to 
a similar need of social provision for those in the 
same strata of society who recover from serious 
diseases or serious surgical operations and require 
opportunity for proper convalescence. 


The rapid growth of our cities, speculation in 
real estate, and the lack of city planning every- 
where have resulted in housing conditions in 
America which in the future will be considered 
a disgrace to our present-day civilization, just as 
the hospitals of two or three generations ago. 
Overcrowding and squalor in the large blighted 
areas of our cities have created the need of in- 
stitutions for convalescent care. The country is 
just on the threshold of recognizing this need and 
awaits vigorous medical leadership and guidance 
to “put it over” in an effective manner. 


Difficulties of Estimating Necessary Institutional 
Facilities for Convalescent Care 


No reliable indices for estimating the necessary 
institutional facilities for convalescent care have 
as yet been worked out. There is no uniformity 
of opinion with regard to the fundamentals of 
medical care; in truth, there is very little knowl- 
edge of the physiology and psychology of the con- 
valescent state. 


No norms have been developed for convalescent 
care of the various types of hospital and dispen- 
sary patients. What types of patients should 
be advised to spend their convalescence outside of 
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their own homes? What types of convalescent 
institutions should they be sent to? 


At present there are few institutions which 
accommodate patients who require special diets 
because they are diabetic or because they have 
suffered from a kidney or gastro-intestinal dis- 
order or had a gall bladder operation. Those need- 
ing surgical dressings are often declined admission 
and those recovering from pulmonary dis- 
eases are frequently discriminated against be- 
cause of persisting and disturbing coughs, as are 
also postoperative cancer, goiter, ear and eye 
cases, and those who are crippled or disfigured 
in any way. 


In almost every general convalescent home the 
patients are expected not only to help in making 
up their rooms and to assist in the dining room 
services, but also to climb stairs. This makes 
it very difficult for the majority of the homes to 
accept cardiac, arthritic, spastic, or brain tumor 
cases. Furthermore, in almost all instances neu- 
rological patients or those showing emotional dis- 
turbances are taboo. As I have had frequent 
occasion to say elsewhere, our convalescent home 
admission policies are for the most part negative. 
They are not based on recognized community 
needs; they are usually made to follow the lines 
of least resistance, to meet inadequate budgets 
and a Procrustean attitude. 


Are there or could there be general convalescent 
homes which would accommodate patients recov- 
ering from a wide variety of diseases? Is it pos- 
sible to organize convalescent care for large com- 
munities without specialization? I am excluding 
from consideration the possibility of supervised 
domiciliary care of convalescents either in their 
own homes or in specially selected private homes 
as is being done in the case of children in foster 
homes. I am also ignoring the possibility of util- 
izing the roofs of hospitals or other available space 
for purposes of convalescent day camps as is be- 
ing tried out in New York City. These are pos- 
sibilities which may be developed in the future, 
but which, for the time being, are not likely to 
change materially the fundamental aspect of the 
problem, the need of a comprehensive community 
plan for convalescent care and of proper medical 
supervision. 


To date the approach to the solution of a proper 
convalescent program has been almost purely the- 
oretical. I have crusaded for many years on this 
subject and I find I can go on repeating the same 
speeches year after year without fear of contra- 
diction or rebuttal, unassailable and impregnable 
in my position atop a fortress of academic state- 
. ments which have never been challenged by dem- 
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onstrated fact, right because I have never been 
proved wrong. 


Convalescent Management In Its Infancy 


The philosophy of convalescent management is 
in its infancy. Continuous constructive critcism 
and experimentation are needed if forward strides 
are to be made in this realm, the importance of 
which is gradually becoming recognized in the 
fields of curative as well as preventive medicine. 


There is as yet little medical information re- 
garding the convalescent patient; most of our as- 
sumptions concerning the physiology of con- 
valescence have been gained by extrapolation from 
work done in diseases, on the one hand, and nor- 
mal states, on the other. In this address before 
the Conference on Convalescent Care held at The 
New York Academy of Medicine last November 
in which seventy-eight outstanding men and 
women from many parts of the country partici- 
pated actively, Dr. O. H. Perry Pepper of Philadel- 
phia presented a paper which may be used as an 
approach to scientific studies along these lines. 
This paper was published in the February, 1940, 
issue of the Bulletin of The New York Academy 
of Medicine. It is, no doubt, an outstanding con- 
tribution to the literature on the subject. In it 
Pepper lays down a series of theses or considera- 
tions which must be borne in mind in an approach 
to the problem. The following is an inadequate 
epitome of the three principal points of the paper. 


Approach to Scientific Convalescent Care 


First: The condition of patients convalescing 
from different diseases and from different types 
of operations is not identical. The duration of 
the illness from which the patient recovers, the 
degree of fever, the condition prior to admission 
to the hospital, disturbances of body physiology 
and chemistry incident to the disease, leave the 
patients in different states of potentiality for re- 
covery after the active disease processes have 
subsided. In other words, there are different 
states of exhaustion following a hysterectomy, 2 
stomach resection, an appendectomy, a lobar 
pneumonia or typhoid fever. There are variations 
in metabolism, in body chemistry, and in the de- 
pression of various endocrine activities in patients 
entering convalescence after different disorders. 
Furthermore, recent studies have shown how de- 
pendent the regeneration of lost blood proteins 
is on the character of the diet and how much any, 
even trifling, intercurrent infection handicaps the 
restoration of the blood to normal. In other words, | 
no two patients are in similar condition when con- 
valescence begins. 
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Dr. Pepper says— 


“In a very rough way, some cognizance is 
taken of this fact. We have rules of thumb 
permitting convalescents from some diseases 
a shorter period of inactivity than others, 
and in a similar manner certain needs are 
stressed in some, such as the restoration of 
lost weight, but too often the term, convales- 
cence, is used as though it denoted a single 
entity, produced by a common cause, exhib- 
iting common phenomena, and amenable to a 
standard management. Obviously this is ab- 
surd, and it would seem unnecessary to labor 
this point were it not for the frequency of 
the error and its seriousness. Not until we 
learn to recognize, in each type of convales- 
cent, the actual abnormalities which persist 
from the preceding disorder and which dif- 
ferentiate that individual in convalescence 
from the same organism in health, can we 
properly meet the various therapeutic indica- 
tions in each instance.” 


Second: The difference of medical approach to 
the problems of disease as against the problems 
of convalescence is discernible even in the use of 
terms. In one instance it is treatment of disease 
and in the other care of convalescents. Not only 
is the type of illness from which the convalescent 
recovers important but also his sex, age, previous 
state of health, the presence or absence of other 
chronic ailments, cultural background, and tem- 
perament. In other words, the plan of treatment 
for convalescent patients should be considered in- 
dividually and not as a mass phenomenon, and all 
the various items entering into the situation 
studied before the course is laid out. 


Third: Many illnesses are followed by various 
degrees of emotional imbalance. To what extent 
are the problems of convalescence of a purely 
psychogenic origin? An eminent psychiatrist is 
quoted as having said “that 50 per cent of the 
problems of acute illness and 75 per cent of those 
of convalescence have their primary origin not 
in the body but in the mind of the patient.” To 
this Dr. Pepper replies as follows: 


“This may be true, but, of course, we rec- 
ognize that this use of the word ‘mind’ is a 
concession to ordinary usage, for the mind in 
the final analysis is but a functional expres- 
sion of the body. If it is true that 75 per 
cent of the problems of convalescence arise 
in the mind of the patient, then our present 
methods are perhaps satisfactory, but if this 
is not true and we assume it to be, then cer- 
tainly we shall fail to investigate the con- 
valeseent state and shall certainly not dis- 
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cover whatever underlying causes there may 
be for the phenomena of convalescence. 


“There is some analogy between this sit- 
uation with regard to the convalescent state 
and that of psychiatry until very recent years. 
Just consider for a moment how the discovery 
of malarial therapy for dementia paralytica 
affected our conceptions. As Burlingame re- 
cently wrote, ‘at one fell swoop a dozen dif- 
ferent so-called mental diseases had a seg- 
ment sliced off them.’ 


“Just as long as we considered the phe- 
nomena of mental disease to be of purely 
psychogenic origin, we failed to investigate 
the patient for possible organic diseases and 
we, of course, applied only such therapy as 
we thought appropriate for psychogenic dis- 
orders. Now today a new concept of mental 
disease is prevalent and we may hope for 
additional startling advances in therapy. An 
almost identical state of affairs exists with 
regard to convalescence.” 


These observations are not meant, of course, 
to belittle the need of utilizing sound psychology 
in dealing with convalescent patients. 


Need for Recognition of Existing Situation 
by Medical Profession 


It is obvious that we need recognition of the 
existing situation by the medical profession, by 
the authorities of the convalescent institutions, 
and by those responsible for the formation of 
community policy. Sixteen years ago the Com- 
mittee on Public Health Relations of The New 
York Academy of Medicine made a first attempt 
to study the problem of convalescent care in New 
York City and to lay down certain guiding prin- 
ciples in regard to admission policies, staffs, equip- 
ment and management of institutions. In the 
light of recent discussions these should perhaps 
be modified. Just as are the standards for hos- 
pitals laid down by the American College of Sur- 
geons, so the guiding principles pertaining to con- 
valescent institutions should be simple and 
practical. 


Simple and Practical Requirements for 
Convalescent Care 


I shall endeavor to lay before you a list of such 
requirements for your consideration and discus- 
sion. I may just as well admit that my hope is 
that the American College of Surgeons may wish 
to duplicate the splendid work it has done in the 
hospital field by developing minimum standards 
for convalescent hospitals and supervising their 
adoption. After all, the medical and surgical job 
is not completed upon the patient’s discharge from 
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the hospital. We recognize the hospital’s responsi- 
bility beyond that, and the extension of the stand- 
ardization program of the hospitals to the con- 
valescent institutions will be but a natural next 
step. Moreover, with the oncoming national emer- 
gency it may be of great moment to be able to 
transfer to convalescent homes hospital patients 
who have passed the acute stage of their illness or 
disability. 


The requirements which I am submitting to you- 


are very far from being exhaustive and are pre- 
sented here, as I stated, as a springboard, a basis 
for discussion and elaboration. 


1 A convalescent institution is not a vacation 
home or a custodial home or a chronic disease 
hospital. It is a medical institution designed for 
patients recovering from acute illnesses, opera- 
tions, and exacerbations of illnesses which may 
be chronic in their nature. 


2 A place is not a convalescent home simply 
because it happens to be in the country. A con- 
valescent institution should have an adequate 
physical plant; proper location, either in a su- 
burban area or within the city limits; and proper 
equipment for the comfort and scientific care of 
the patients, for recreation, and for other adjunct 
therapeutic procedures necessary to bring the 
patient back to his normal mode of health and 
life. 


3 Therules and regulations governing the man- 
agement of the convalescent hospital should be 
worked out in cooperation with the medical au- 
thorities of the institution. The admission policy 
and other social policies of the institution should 
be developed in conference with the representa- 
tives of the social and medical agencies of the 
community. 


Each convalescent hospital should have an ex- 
perienced administrative officer, as well as a resi- 
dent medical officer whose selection should be 
based not only on his medical training but on his 
understanding of the psychic and emotional prob- 
lems of convalescent patients and his interest in 
the patient as a human being. Each institution 
should employ a dietitian to be responsible for the 
basic diet which should be adequate in all essen- 
tial elements, and to provide for the types of spe- 
cial dietaries recommended for various nutritive 
deficiencies. Each institution should have at least 
one qualified registered nurse for every so many 
patients. Small institutions serving a particular 
community should either merge or provide essen- 
tial services in some cooperative way. 


4 Each institution should have an advisory 


medical board composed of representatives of the > 


medical staffs of hospitals sending patients to the 
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institution. This board should be responsible for 
the medical policies and procedures of the institu- 
tion and should supervise the work of the resident 
physician. 


5 An adequate medical resumé should accom- 
pany the patient in his passage from the hospital 
to the convalescent home. It should objectively 
describe all of. the patient’s deficiencies upon dis- 
charge from the hospital and should include a 
social service report on the pertinent environmen- 
tal and psychosomatic factors. This resumé should 
be kept at the convalescent home during the pa- 
tient’s stay and upon his discharge it should be 
sent back to the hospital from which he was re- 
ferred. Such a requirement on the part of con- 
valescent institutions would afford proper guidance 
to the convalescent home authorities. When a 
hospital owns a convalescent home, it may be de- 
sirable for a complete hospital record to accom- 
pany the patient upon admission to the home. 


6 While it is unnecessary for the convalescent 
institution to duplicate the services which are 
provided by the social service department of the 
hospital, some cooperative arrangement should be 
made whereby the convalescent home might in- 
form the hospital social service department of 
personal and environmental conditions that have 
been discovered during the patient’s stay in the 
home. There is need of an educational follow-up 
policy on the part of the social service depart- 
ments of the hospitals whereby the patients and 
their relatives would be instructed in their own 
homes as to the best care which can be provided 
with the facilities at hand. 


7 The rules of admission to all institutions 
should be so ordered as to preclude the necessity 
for a hiatus between the hospital and the con- 
valescent home. There should be synchronization 
of the patient’s discharge from the hospital with 
his admission to a convalescent home. 


8 All policies which tend to fix the duration 
of convalescent stay should be abandoned in favor 
of more flexible rules which permit the variation 
of this period to accord with the time necessary 
for complete or optimum restoration. 


9 Special institutions for the care of certain 
types of convalescents should be encouraged, par- 
ticularly for cardiac patients, orthopedic patients, 
and patients convalescing from disturbances which 
are frequently accompanied by temporary psychic 
imbalance (such as conditions resulting from 
thyroidectomies, operable carcinomas or peptic 
ulcers) and for those neurological patients for 
whom there is reasonable assurance of improve- 
ment. 


At the present time there are practically no 
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facilities for post-hospital care of patients who 
have had operations for brain tumor and for whom 
a certain amount of improvement is to be ex- 
pected. Several conditions in the dismal realm 
of neurology which were considered hopeless a 
few years ago are now said to be benefited or 
cured if given proper care over extended periods 
of time. Among these are deficiency states, such 
as subacute combined sclerosis, pellagra, and some 
forms of muscular atrophies. Convalescent institu- 
tions for neurologic patients should be rather more 
elaborate with regard to equipment and personnel 
than is necessary in general homes. Equipment 
for hydrotherapy and physiotherapy should be 
provided, and a great deal of emphasis should be 
laid on recreational and occupational therapy as 
well as on the selection of the proper type of 
physiotherapeutist and occupational therapeutist. 

10 In the case of orthopedic patients the con- 
cept of convalescence should extend beyond the 
patient’s stay in a convalescent home. A physical 
handicap may make it necessary for the patient 
to find a new outlet for his economic usefulness. 
A complete orthopedic convalescent program 
should, therefore, include training to fit the pa- 
tient into a new occupational pattern. Vocational 
training is hardly possible in a convalescent in- 
stitution unless it be of a specialized type. 

11 Domiciliary rather than institutional con- 
valescence should be provided for the woman who 
has had a baby. Visiting practical nurses and 
housekeeping aides may be the solution of the 
problem. 


12 Children under four years of age should not 
be placed in convalescent institutions. For them 
foster home care is preferable. 


13 Convalescent care should have a preventive 
as well as a recuperative aspect. A preventorium 
is as important as a sanatorium. A blood trans- 
fusion may be as important before an operation 
as it is after, and at times even more so. A period 
of upbuilding in a convalescent home prior to an 
operation may be an important factor in the out: 
come of the operation. Convalescent homes 
should, therefore, consider the admission of pre- 
operative cases. 


14 Either an official agency or a self-appointed 
body should review annually the work of the vari- 
ous institutions for the purpose of pointing out the 
ways and means of bolstering up the standards of 
performance, review the current progress in this 
field work, and stimulate improvements as well 
as scientific research. 


15 A humanitarian spirit should pervade in 
which the best care of the patient is always the 
primary consideration. 


I sincerely hope that the American College of 
Surgeons will see its way clear to utilize the dis- 
cussions of this conference as a basis for develop- 
ing in their own inimitable way minimum stand- 
ards for convalescent institutions and to initiate 
the movement of emulation and self-improvement 
as they have done in the hospital field. This may 
be the psychological moment to do it, and it should 
not be missed. 
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Essentials in Planning Institutions for 
Convalescent Care 


WILLIAM HENRY WALSH, M.D. 


is upon the functional requirements, can be 

visualized only after the exact uses have been 
definitely determined, and in the present instance, 
this factor will be given only incidental considera- 
tion here. The crying need for convalescent ac- 
commodations has been so well established that 
little need be said at this time upon that phase 
of the subject, although this, too, will receive 
passing attention. 


Ti: design of any structure, dependent as it 


Perhaps the largest group of individuals need- 
ing convalescent care, and those with whom we 
are presently most concerned, are wage earners 
and members of their families who are recovering 
from acute illnesses, but who have not regained 
sufficient strength and vigor to immediately re- 
turn to their normal activities. It would seem 
safe, therefore, to base fundamental requirements 
of a convalescent institution upon the needs of 
this group, although it should be recognized that 
there are special classes with slightly differing 
needs but equally requiring convalescent care. For 
example, orthopedic, cardiac, obstetric, organic 
nervous and the mild functional nervous diseases 
such as neurasthenia; and finally the many dis- 
eases of children. The tuberculous will not be 
considered at this time because the convalescent 
care of this type of case presents problems de- 
serving separate consideration. 


Extent of Convalescent Requirements 


Basing estimates of convalescent requirements 
on many studies of hospital population in all parts 
of this country, it has been shown in one survey 
after another that at any one time from 10 to 20 
per cent of the patients occupying acute beds, or 
a general average of 12 per cent were suitable 
cases for convalescent care. In the case of certain 
public hospitals, there was almost the same aver- 
age of chronic cases, upon which we will not dwell 
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at this time, further than to make the observation 
that if and when adequate convalescent facilities 
are made available, there will be a considerable 
reduction in the number of chronic patients for 
whom provision must be made. 


It is our opinion, therefore, that a general hos- 
pital, regardless of bed capacity, can advantage- 
ously use convalescent beds to the number of 10 
per cent of its capacity, and in new planning where 
convalescent care has been given any considera- 
tion that ratio has been recommended. 


It is recognized, of course, that there are many 
in the low income groups requiring convalescent 
care who do not enter a hospital, and, in those 
general hospitals conducting out-patient services, 
cases will be encountered which can only be bene- 
fited by the rest, regime, and special facilities 
available in a modern convalescent unit, but it is 
apropos here to emphasize the generally accepted 
rule that the convalescent unit should admit only 
ambulant patients whose diagnosis has been estab- 
lished and whose economic and social status is 
such as to preclude proper care in the home. There 
is reason to believe that as prepayment hospital 
service plans develop and accumulate substantial 
reserves, their benefits will be extended to em- 
brace a reasonable period of convalescence for 
those needing such care. Likewise, Workmen’s 
Compensation statutes might well be revised to 
include convalescent care when required. 


Location 


There is no unanimity of opinion as to the most 
desirable location for convalescent units, some 
authorities stressing the advantages of spacious 
grounds, the more stimulating air and complete 
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removal from all hospital aspects obtainable in a 
completely separated institution located in su- 
burban areas. Others of equal competence main- 
tain that since the convalescent patient usually 
requires continued supervision and treatment, it 
is more convenient and economical to locate these 
units as close as possible to a general hospital. Cer- 
tainly, the arguments for both are convincing, but 
it would appear to us that there is need for both 
the suburban convalescent institution and the gen- 
eral hospital convalescent unit under different 
conditions. Manifestly, it would be economically 
unsound for the average small, general hospital, 
in a city where there is one or more hospitals 
of similar capacity, to set up an integrated con- 
valescent unit, and in such instances it would ap- 
pear to be advisable for all hospitals in one com- 
munity to unite in sponsoring one central 
institution, located in the most desirable site ob- 
tainable. We would go further in the attainment 
of such desirable coordination of effort and re- 
sources by suggesting that the controlling board 
of such an institution might well be formed from 
representatives of the hospitals concerned, with 
the addition of members from other interested 
local social agencies. 


We are very strongly committed to the belief 
that the large general hospital, let us say, of 300 
beds or over, should provide, on its own premises 
when possible, a suitable building for its own con- 
valescent cases unless, of course, there happens 
to be in the community other suitable and ade- 
quate accommodations. While such a unit may 
not be endowed with all of the natural advantages 
of the suburban institution, it can be designed to 
meet the needs satisfactorily, and the ready ac- 
cessibility of such a unit will permit an earlier 
discharge from the costly acute hospital to the 
adjacent more economical convalescent unit, with- 
out danger to the patient. 


All of the factors considered essential in the 
selection of a general hospital site apply equally 
to the location of a convalescent unit of a general 
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hospital or of a separate institution. Accessibility 
to the center of population by public transporta- 
tion facilities is of the greatest importance for 
the convenience of the patients themselves, the 
medical attendants, and the visitors. The area 
required will depend upon circumstances and the 
type of structure contemplated. In the case of the 
general hospital unit where it is likely that ground 
area will be restricted, a vertical structure may be 
designed so as to provide the orientation assur- 
ing the most sunlight for veranda, porches, and 
open roof areas where these patients will spend 
a considerable portion of their time for rest, 
recreation arid exercise. Where ample ground is 
available in suburban locations we are inclined 
to favor the pavilion or horizontal type of in- 
stitution. 


In every instance there should be abundant 
water supply with adequate sewage disposal and 
drainage; all public utilities should be accessible, 
including fire fighting protection; and locations 
should be avoided where there are hazardous or 
otherwise objectionable industrial activities. 


Details of Planning 


Conditions being so varied, it is manifestly im- 
possible to attempt to. offer a model or composite 
plan which would be of value in any particular 
project, and, like a hospital, each convalescent unit 
or institution demands separate and careful study 
and the application of those basic principles of 
planning which experience and special studies of 
the problems of convalescence have shown to be 
desirable and necessary. 


The successful operation of a convalescent in- 
stitution will depend largely upon the method of 
conducting it, but it must be conceded that the 
objectives of such an institution can be more read- 
ily attained if the structure itself is designed to 
meet functional requirements. Thus, the planning 
of a convalescent unit will tax the ingenuity and 
demand the intensive study of all who are con- 
cerned with its subsequent operation. 




















Aesthetics 


Paradoxical though it may sound, the one para- 
mount objective in designing both the interior 
and exterior of a convalescent institution should 
be to avoid every appearance of an acute hospital. 
Needless to say, these efforts should extend to 
many other details throughout the planning. Here 
is presented a splendid opportunity for interior 
decoration by an intelligent housekeeper with 
skill in the use of soft colors.. Suitable but inex- 
pensive pictures may be hung on walls; rugs and 
carpets may be placed on floors; attractive color 
combinations used in furniture slip covers, win- 
dow draperies, and walls; colorful flowers even 
though artificial, artistically distributed; attrac- 
tive floor and table lamps advantageously located, 
and a thousand and one other little touches given 
to contribute a pleasant and homelike atmosphere. 
Walls may be painted in soft pastel shades and 
special care should be exercised in the selection 
of light fixtures to secure adequate illumination 
without glare. 


Medical Facilities 


Although, as elsewhere stated, patients ad- 
mitted for convalescence should have been diag- 
nosed and treated, there are many who require 
the application of medical procedures during con- 
valescence, and in the case of the unit integrated 
with a general hospital, these procedures may be 
conducted there, since the patients should be 
ambulant. The close proximity of all of the facil- 
ities of the general hospital, together with the 
ready availability of physicians and highly spe- 
cialized technicians constitute a strong economic 
argument in favor of the integrated units. 


When the institution is located in a suburban 





Patients out in the sun on the roof deck of Montreal 
Convalescent Hospital, Montreal, Quebec, Canada 
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area, however, with no general hospital adjacent, 
it becomes necessary to provide within the in- 
stitution such medical facilities as are usually 
required in an out-patient department, and the 
personnel capable of intelligently using them. 
Stress must be placed, however, upon the unde- 
sirability of any procedure which requires an an- 
esthetic, or which, because of its gravity, will 
confine the patient to his bed. Patients requiring 
such treatments have been either prematurely ad- 
mitted or their status has so changed as to require 
return to the acute hospital. Sufficient physical 
therapy equipment and competent personnel 
should be available to carry on muscle training 
and other such procedures often so essential to 
the recovery of traumatic and industrial con- 
valescents. 
Laboratory Facilities 


The convalescent unit integrated with the gen- 
eral hospital will not require extensive laboratory 
facilities and practically all such work may be 
conveniently and economically performed in the 
general hospital. For the isolated convalescent 
institution, however, provision must be made for 
a laboratory with equipment and personnel capable 
of making routine urine examinations, blood 
counts, sedimentation rate determinations and 
simple cultures and smears. All other more com- 
plicated laboratory procedures should be conducted 
in adjacent general hospital laboratories, but in 
either case, the supervision of a well qualified 
pathologist is an essential to the proper care of 
convalescent patients. 


Radiological equipment is especially required in 
convalescent institutions or units caring for ortho- 
pedic and chest cases and even in those units in- 
tegrated with the general hospital we believe sep- 
arate radiographic and fluoroscopic facilities 
should be separately provided. 


Types of Accommodations 


One of the most perplexing problems in plan- 
ning convalescent institutions is the necessity for 
providing separated living quarters for men, 
women, and children, and the desirability of sep- 
arating different types of cases, but, when space, 
funds, and expert guidance are available, these 
problems are capable of satisfactory solution. 


As a general rule it is desirable to provide sep- 
arate convalescent buildings for children, and in 
the pavilion type of institution located in the 
suburbs, this may be readily accomplished. Ade- 
quate provision may be made for children, how- 
ever, in the general hospital unit if the design 
is such as to provide for the complete separation 
of children from adults, with separated sections 
for older boys and girls. 
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Insofar as possible, it is of advantage. to both 
patients and the administration to group different 
types of adult cases in separate sections of the 
vertical unit and in different buildings in the sub- 
urban institution. For example, the regime pre- 
scribed for cardiac cases is such that the grouping 
of these cases facilitates the rather close observa- 
tion required. Patients recovering from nervous 
disorders likewise demand special attention, and 
of course for obvious reasons, maternity, meta- 
bolic, and orthopedic cases all present problems in 
care which indicate the desirability of some phys- 
ical separation between them when this may be 
attained. With the exception of the absolute re- 
quirement of maintaining the complete separation 
between children and adults, however, there is no 
sound reason why all types of convalescents in one 
institution cannot utilize together such facilities 
as the library, physical, occupational and recrea- 
tional therapy, central dining rooms and a com- 
mon auditorium when one is provided. 


Separate Rooms Versus Wards 


This question, like many others affecting con- 
valescent care, has too often been determined 
upon the relative costs involved, rather than from 
a consideration of the actual needs. After a 
rather extensive observation of convalescent in- 
stitutions we are inclined to the belief that all 
types of accommodations are essential and the 
only difficulty encountered is the proper propor- 
tion of wards, two-bed rooms, single rooms and 
cubicles to be provided in a given project. There 
are almost always psychological factors to be 
considered in handling the sick and convalescent, 
and it is for this reason that the same type of 
accommodation will not be equally suitable for all 
patients. For instance, there are those convivial 
spirits who do not care to be alone, and these 
cases thrive in small wards or double rooms; 
others crave some little privacy, and to arbitrarily 
place such a patient with those who are not agree- 
able to him, is certainly not conducive to that 
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Cincinnati Convalescent Home, Cincinnati, Ohio 


restfulness and peace of mind which we are striv- 
ing to attain. In any event, the regime of a con- 
valescent institution should be so arranged that 
patients shall not mope in their sleeping quarters 
nor lounge on their beds. Adequate porch and 
day room facilities should be provided; a program 
of academic instruction, occupation, physical and 
recreational therapy should be carefully planned, 
and every effort made to keep these patients oc- 
cupied to the full extent of their aptitudes and 
physical endurance during the daylight hours. 


Insofar as possible, therefore, the bed accom- 
modations should be used for rest and sleeping 
hours only and if that course is followed, the type 
of accommodation provided will not seem so im- 
portant, remembering always that convalescent 
patients should be ambulant, and must be 
promptly transferred to a more suitable institu- 
tion if and when they become bed patients. This 
would not apply, of course, to orthopedic or other 
patients, who, though in excellent general health, 
are obliged to be recumbent until complete heal- 
ing will permit them to walk. Even these cases, 
however, may often participate in group activ- 
ities by the use of various types of conveyances. 
When separate rooms are provided they should 
be smaller than the acute hospital room, but every 
effort should be made, by the use of bright bed 
spreads, window draperies, pastel shaded walls 
and comfortable furniture, to give a homelike ap- 
pearance to the room. 


Provision for Patient’s Clothing 


Convalescent patients will be more comfortable 
and at ease if they wear their own clothing and 
every patient should be provided with adequate 
locker or closet space, with lock, in his sleeping 
quarters for the safe storage of suitcases and 
for the proper hanging of clothing. It will im- 
prove the general appearance, as well as the spirits 
of these patients if outer garments can be cleaned 
and pressed, for which purpose suitable facilities 
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Sunshine Court in front of Mary Harkness Home, the Con- 
valescent Unit of Presbyterian Hospital, New York City 


should be available. Trunks and other bulky ef- 
fects should be stored in the basement and access 
allowed only by special permission. 


Auxiliary Facilities 


Every floor of a convalescent institution should 
be provided with a small serving pantry connected 
to the main kitchen by a dumbwaiter; janitors’ 
closets; an attendant’s station; and adequate toilet 
and bathing accommodations. With the exception 
of a few corner rooms provided with intercom- 
municating toilet, these facilities should be prefer- 
ably banked in a central location on each floor, 
as is the practice in many nurses’ homes, and the 
same proportion of showers, lavatories, and toilets 
will be required. It is of advantage, we believe, 
to install the wiring for a nurses’ call system in 
these structures for it is conceivable that in the 
event of an epidemic or other unforeseen disaster, 
it might become necessary to use the accommoda- 
tions temporarily for the care of bed patients. 


Buildings for the use of convalescents should 
be constructed in such manner as to permit the 
least possible transmission of sound, but as an 
added precaution, resilient flooring material should 
be used and acoustical treatment applied on the 
ceilings of all main corridors and other locations 
likely to be noisy, such as sitting rooms, dining 
rooms, service rooms, etc. 


Provisions for Education and Recreation 


The necessity for keeping convalescents occu- 
pied must receive important consideration and it 
is here suggested that ample facilities be pro- 
vided, particularly in the children’s unit, for the 
continuation of academic instruction. For this 
purpose qualified school teachers should be a part 
of the personnel and in many places local boards 
of education will assign teachers. For the con- 
duct of their class work, suitable space must be 
provided in a location with good ventilation and 
exposure to sunlight. 


For both children and adults occupational and 
recreational therapy intelligently supervised can 
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be made very popular and the interest of prac- 
tically every patient can be directed to some one 
or more of these activities. Suitable shops, work- 
rooms, and storage space are required to accom- 
modate the various supplies and equipment and 
these rooms should be made cheery and com- 
fortable. 


A central library is an essential requirement 
of the convalescent unit and if there is a capable 
person in charge, patients not otherwise inclined 
may be induced to read books of an educational 
nature. In almost all cases literature can be 
provided that will keep patients’ minds off their 
immediate troubles, thereby measurably contrib- 
uting to more prompt convalescence. 


Wherever space is available, provision for out- 
door sports should be made, otherwise, an indoor 
gymnasium would seem to meet the need for many 
of the more strenuous sports which, however, 
should only be allowed upon the prescription of 
a medical officer. 


Central Office and Records 


A central business office of course is necessary 
in the convalescent institution, but this may be 
combined with the medical record office. This 
brings up the point that when a patient is trans- 
ferred to a convalescent unit there should accom- 
pany him a complete transcript of his medical, 
social, and economic record. The proper follow- 
up care of these cases cannot be intelligently 
planned unless those responsible have complete 
records of each case, and the failure to promptly 
transmit to the office of the convalescent unit all 
information of importance about the patient 
causes many difficulties in management. The cen- 
tral office and record room personnel, coming as 
it does in constant contact with both patients and 
their visitors, should be staffed with people who 
are affable, courteous, tactful and gracious in 
manner. 


Dietary Service 


The services of a well qualified dietitian are 
invaluable in the convalescent institution, which is 
likely to have many patients requiring compound 
diets and presenting other dietary problems. As 
in the case of hospitals, the kitchen of the con- 
valescent institution should be located in the 
basement and connected with vertical transporta- 
tion facilities to each floor in the event of the 
necessity of transporting trays to the bedside, 
although this should be seldom required. In the 
case of certain recumbent orthopedic cases, not 
readily transportable, trays may have to be served 
at their bedsides. Dining room facilities are 
needed to accommodate all patients and these 
should be so designed as to provide separate space 
in the same room for male and female adults. It 
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has been found desirable to provide separate din- 
ing rooms for children, officers, and employees. 


The convalescent unit integrated with a general 
hospital, although completely separated, should 
have underground vehicular access to the general 
hospital kitchen when this is feasible, thereby 
eliminating the necessity of duplicating equip- 
ment and personnel. In such cases the head die- 
titian of the general hospital should be in com- 
plete charge of the food service of the convales- 
cent unit through an assistant. 


Terraces, Porches, Sitting Rooms and Solaria 


Especially in the vertical unit integrated with 
the general hospital, should liberal provision be 
made for solaria, terraces and porches where pa- 
tients may get the maximum of fresh air, sun- 
light, and exercise. These facilities may be pro- 
vided by the setback type of architecture whereby 
each ascending floor may be provided with ade- 
quate open and enclosed space. 


For the horizontal type structure so located as 
to provide ample ground area, porches and solaria 
will still be desirable for use during inclement 
weather, but otherwise, full use should be made 
of the grounds by landscaping them in an attrac- 
tive manner, with trees, shrubs and terraced walks 
and the provision of comfortable benches and 
outdoor chairs. 


Capital Investment 


The only available figures on capital expendi- 
tures and operating costs are those assembled by 
the Hospital Survey of New York* for the year 
1934, and limited to the facilities for organized 
convalescent care which serve the New York 
metropolitan area. These data cover fifty-five 
convalescent homes which is just about one-half 
of the total facilities for the whole country. 


The survey found that there was an average 
investment in property—lands, buildings and 
equipment—of $3,457. and annual operating assets 
of $419. per bed. The economy attained by the 
use of convalescent facilities is emphasized when 
the comparable figures for general hospitals shown 
in the same report were $10,190. in property and 
$890. in general operating funds. 


The investment in convalescent homes is in- 
fluenced by many factors such as location, type 
of construction, size and finally, the equipment 
and facilities provided. In the study mentioned 
the average property investment for homes with 
optimum facilities was $5,253. per bed, whereas 
for those with facilities of medium grade the in- 
vestment was $2,731. and $2,035. for homes with 
minimum facilities. 





_*United Hospital Fund of New York, Hospital Survey for 
New York, 1938—V. 3. 
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From these data and information gathered from 
experience and other sources we are of the opin- 
ion that the capital investment required for a 
convalescent unit integrated with a general hos- 
pital in the average metropolitan area will range 
around $4,000. per bed. It is difficult to estimate 
the difference in capital cost between the inte- 
grated unit and the independent institution located 
in a suburban area. The cost of construction of 
the metropolitan unit is usually higher than the 
suburban institution, but total cost is reduced be- 
cause of the proximity of many medical facilities 
which do not have to be duplicated. While con- 
struction and land costs may be lower in the sub- 
urban institution, its isolation requires the instal- 
lation of many costly facilities for treatment, 
thereby increasing the total cost. As in the case 
of hospitals, the outlay required cannot be ac- 
curately estimated until tentative plans have been 
formulated and all of the factors affecting costs 
have been carefully analyzed. 


In Conclusion 


It would seem appropriate to repeat that an 
ideal convalescent institution is intended to fur- 
nish a comfortable and inviting temporary home 
for those who are recovering from debilitating 
illnesses. While certain institutional features can- 
not be completely eliminated, insofar as possible, 
every aspect of the acute hospital should be 
avoided and efforts made to make the accommo- 
dations and the atmosphere pleasant, homelike, 
and comfortable. While there is no unanimity of 
opinion upon many phases of the planning of con- 
valescent institutions, due to the varied conditions 
encountered, sufficient experience has been gained 
and an accumulating fund of knowledge is avail- 
able to assure the economical and efficient plan- 
ning of this type of building if the fact is recog- 
nized that there are special problems involved in 
each project whose solution demands the best 
advice procurable and the collaboration of all 
concerned. 





Some of the patients on the front lawn of the Rotary Con- 
valescent Home, Indiana University Medical Center, 
Indianapolis 
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Internship and Residency 


WILLARD C. RAPPLEYE, M.D. 


cerned with the care and treatment of pa- 

tients, they are becoming increasingly im- 
portant in the program of medical education. The 
better the medical services in a given hospital, the 
greater are the opportunities to contribute to the 
educational program. Conversely, improvement in 
the quality of house staff instruction attracts the 
highest types of recent graduates with consequent 
elevation of the standards of patient care. 


A LTHOUGH hospitals are primarily con- 


Internship 


The internship is now regarded in this country 
as an essential part of the preparation of a phy- 
sician. It is required for licensure in twenty-two 
states and four territories and for the M.D. degree 
in twelve medical schools in the United States and 
three in Canada. It serves as a base for beginning 
the independent practice of medicine or for further 
training in some specialty. The preliminary period 
of hospital experience is probably the most im- 
portant phase in the development of a competent 
doctor because it provides opportunity to the stu- 
dent for practical application of his knowledge un- 
der the direct supervision of qualified physicians 
and for obtaining graduated responsibilities for 
the actual care and treatment of patients. It is 
important that every effort be made to improve 
the educational experience of the hospital period 
of training and to relate it soundly to the medical 
course proper and to the professional needs of the 
young physician. 


Criteria of Approval of Hospitals for Intern 
Training 


A great deal of constructive work on this large 
problem has been done by the hospitals, medical 
schools and particularly by the Council on Medical 
Education and Hospitals which has annually pre- 
pared a list of hospitals approved by it for intern 
training. The criteria on which approval rests in- 
clude the size of the hospital, the patient turnover 


Presented at the Convention of the American Hospital Asso- 
ciation, Boston, 1940. 
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and daily census, staff organization and qualifica- 
tions, laboratory facilities, autopsy rate, library 
and radiology equipment, patient records, the 
schedule of work and instruction of the intern and 
similar features which can be evaluated quantita- 
tively with little difficulty. Everyone working with 
the problem realizes that these criteria are not 
the whole story, however. All of these elements 
are important and the hospitals, profession, and 
medical schools owe a great debt to the Council on 
Medical Education and Hospitals for preparing the 
foundations upon which a qualitative evaluation of 
internships may be formulated on a basis more 
educational than that now in force. It seems ap- 
parent that the next step is that of supplementing 
the basic data of the Council on Medical Educa- 
tion and Hospitals by direct cooperation between 
hospitals and medical schools in an effort further 
to improve the educational content of the intern- 
ship. 


Educational Features of Internship 


Those who expect that some easily applied or 
mechanical formula can be used in reaching a de- 
cision on a given internship will be disappointed. 
The details of arrangement must be adapted to the 
opportunities in each hospital or type of service. 
The type and arrangement of the hospital period 
should not be standardized. It is important that 
the educational features of the internship should 
not be rigid or uniform for all hospitals but should 
provide a variety of opportunities of high quality 
adapted to the educational needs, previous prepa- 
ration, and life programs of different individuals. 
The present trend of medical education, in com- 
mon with that of all phases of higher education, 
is toward adapting the training to the needs, ca- 
pacities, interests, preparation and plans of the 
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individual student rather than providing a uni- 
form, rigid discipline that is essentially identical 
for all students. The internship is only a part of 
the whole scheme of medical education. Several 
kinds of internships will best meet the require- 
ments of different students. All, however, should 
aim to round out and complete the earlier period 
of preparation in the medical course proper and 
should be arranged to facilitate the continuity of 
that training. 


Any educational undertaking worthy of the 
name includes a number of intangibles which must 
be considered in arriving at a judgment of. its 
merits. In addition to the factors which can be 
quantitated easily there are other factors of far 
greater importance in determining the value of an 
internship. The clinical competence and ethics of 
the staff, their qualifications to provide satisfactory 
instruction, their interest and willingness to de- 
vote sufficient time to intern training, the degree 
of responsibility and supervision of intern duties, 
the quality and type of staff conferences, seminars 
and other teaching activities are among the really 
essential features of a satisfactory hospital train- 
ing. Appraisal of these fundamentals can be made 
only by direct study of the actual performance of 
the interns, evaluation of the quality of their daily 
activities and by first hand knowledge of the 
qualifications of those who provide the instruction. 
It is obvious that these determinations can not be 
made by questionnaires or brief inspections at 
long intervals. 


Cooperation of Medical Schools and Hospitals 


It has been suggested that a plan of coopera- 
tion between the medical school and hospitals al- 
ready approved for internships be worked out for 
strengthening the intern training and integrating 
it more satisfactorily with the medical course 
proper. The Association of American Medical 
Colleges has initiated such a plan of cooperation 
with the unanimous endorsement of the Advisory 
Council on Medical Education on which are repre- 
sentatives of the three national hospital associa- 
tions and the Federation of State Medical Boards 
of the United States. The objectives are to pro- 
vide educational collaboration between the ap- 
proved hospitals and the medical schools, to in- 
sure more constant and continuing contact and 
advice between these two groups and to supply 
information on the internship to the fourth year 
medical students and the medical faculties. The 
Association has created a Committee on Intern- 
ships and, for convenience of administration, eight 
regional subcommittees which include all the medi- 
cal schools in the United States. All of these 
regional subcommittees have met recently and 
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the full committee will convene next month to 
formulate its program and proposals, including 
coordination with the Council on Medical Educa- 
tion and Hospitals, representatives of hospital or- 
ganizations and others who are able and willing to 
contribute to this important phase of medical edu- 
cation and hospital activities. 


Inspection of Hospitals for Intern Training 


The program is not one of inspection of hos- 
pitals. There are too many agencies now engaged 
in that procedure. The plan does not duplicate the 
present activity of any organization but aims to 
supplement and extend the program now in exist- 
ence in certain parts of the country. It is one of 
consultation and assistance between institutions 
in their normal contacts in the several areas of the 
country. No mechanism now exists for close co- 
ordination of the medical schools and hospitals 
except in teaching hospitals. The wider extension 
of that type of cooperation which has proved so 
effective should provide a noteworthy improve- 
ment in intern opportunities. 


Although there has been much discussion of 
the merits of different forms of internship, the 
lengths and types of services and other features of 
the initial hospital period, some of which have 
been embodied in state laws, legal regulations and 
other devices of standardization, these features 
are educationally and professionally of secondary 
importance. Unfortunately, a considerable num- 
ber of the hospital services are used inadequately 
for educational purposes and some internships are 
merely devices for securing free resident services 
in the hospital, largely for the benefit of the in- 
stitution and the staff. Furthermore, the best ap- 
pointments are usually secured by the superior 
students from the better medical schools. The 
less well trained students may be further handi- 
capped by an inferior hospital experience. 


Rotating Internship 


A properly conducted rotating internship of suf- 
ficient length can be made a rich educational ex- 
perience, but usually the periods assigned to each 
department are so brief that a student has oppor- 
tunity to obtain only the most superficial contact 
with the subject matter of each division. He is 
given very little opportunity to benefit by the as- 
signment to any single service or to have a long 
enough period to obtain a real sense of profes- 
sional responsibility for the care of his patients, 
which is the essence of medical practice. This 
serious defect of a plan which tries to present 
most of the clinical fields in a short period, or 
which aims merely to provide a rapid presenta- 
tion of cases and diseases rather than the prob- 
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lems of patients, may actually destroy in students 
the careful, thoughtful approach to complicated 
clinical problems which is the aim of the earlier 
training in the medical school. One objective of 
that training is the development in the student of 
an attitude of responsibility for the medical care 
of the individual and of sound methods and habits 
ef study which will provide him with a permanent 
intellectual and professional equipment for his en- 
tire career. An internship which thwarts the de- 
velopment of that attitude and those sound meth- 
ods and habits of study cannot serve the best in- 
terests of the profession, the student, the hos- 
pital, its staff or the public. 


“Straight Service” Internship 


The usual “straight service,” on the other hand, 
is apt to be unsatisfactory for the student who is 
going into general practice. Frequently it is not 
well articulated with the basic medical course. 
Such a servicé often does not provide a sufficient 
range of experience with the usual disorders, ac- 
cidents, and disabilities seen in the community. 


Some of the straight surgical appointments 
probably do more damage than good when they 
encourage the recent graduate to do surgery be- 
fore he is really prepared in judgment, skill, basic 
training and experience to do it properly or safely. 
It is well known that the popularity of some of 
these services is due to the opportunities provided 
for the interns to do major surgery. Contact with 
and watching expert operators is liable to create 
the impression that surgery is relatively easy and 
largely a matter of operating room technic. The 
development of real graduate medical education 
and the activities of professional societies and of 
the specialty boards and their Advisory Board for 
Medical Specialties will gradually correct these 
faults. 


Mixed Service Internship 


Neither the usual short rotating service, which 
provides a hurried, superficial experience in many 
departments, nor the usual long straight service, 
which provides an experience in a single field, 
meets the needs of the majority of students. The 
so-called mixed services have been developed in an 
attempt to provide a sufficiently long and inten- 
sive experience in a single subject, particularly in 
medicine, and a shorter period in another field, 
such as nonoperative surgery, pediatrics, or ob- 
stetrics. They have the merit of flexibility and 
can be made to fit the educational needs of the 
student. They permit him to improve and extend 
his knowledge and skill in methods of diagnosis 
and treatment and to become acquainted with a 
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sufficient range of the usual diseases and accidents 
to make him a reasonably safe and competent 
practitioner. They provide the most satisfactory 
preparation for general practice or for further 
training in a limited field of practice than do the 
majority of rotating or straight services. 


Ratio of Medical Graduates to Internships 


The fact that there are more internships open 
each year than graduates of the medical schools 
of the country makes possible important adjust- 
ments in the total internship situation without 
handicap to graduating classes. In the year 1940 
there are available 6,791 new appointments ap- 
proved by the Council on Medical Education and 
Hospitals and 5,097 graduates. Some of the sery- 
ices are for more than twelve months. It is well 
known that a number of the internships now ap- 
proved do not fully meet educational standards. 
The difference between the available intern ap- 
pointments and number of medical graduates in 
the United States suggests the possibility of en- 
forcing higher standards of approval or the con- 
version of some of the internships in certain hos- 
pitals into opportunities for graduate training. 
Some internships are filled by recent graduates 
who take a second period of hospital training 
which often is a repetition of the earlier training. 


Judging Values of Internship 


Judgment regarding an internship must rest 
upon the competence and character of the staff 
and their ability and eagerness to provide ade- 
quate supervision and instruction. Any plan must 
be predicated upon proper care, treatment and 
follow-up of patients, daily rounds, guidance of 
the intern in the management of patients, rea- 
sonable and gradually increasing responsibilities 
for the intern, seminars, discussions, progress 
notes of diagnostic and therapeutic procedures, 
adequate consultations, laboratory studies, use of 
the library and other factors which contribute di- 
rectly to the further education of the young phy- 
sician. In order to insure maximum use of the 
facilities and personnel for intern training the 
staff must organize itself for this purpose, either 
through a committee or an individual charged 
with the responsibility for mobilizing the educa- 
tional resources of the institution and for seeing 
that the policies and program are actually carried 
out. 


Hospitals which cannot develop a satisfactory 
instructional plan because of lack of facilities, in- 
adequate staff or absence of educational interest 
would benefit by employing a paid house staff re- 
cruited from graduates of good hospital intern- 
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ships. This can be done with little additional 
expense to the hospital. Many of these hospitals 
can and do conduct excellent services for patients 
and can fulfill their community functions and in 
some instances contribute importantly to research 
or graduate training for special fields of practice. 


Almost all hospitals have welcomed the interest 
of medical faculties in their internships and in- 
creasingly they are seeking a closer relationship 
with the medical schools. In a number of local- 
ities informal consultations between the hospital 
and school groups of the neighborhood are pro- 
ceeding. This is the natural and healthy growth 
toward a program of mutual assistance which is 
bound ultimately to produce satisfactory results. 


Graduate Medical Education 


Closely associated with the problems of the in- 
ternship is the development of true graduate edu- 
cation in those hospitals which can meet adequate 
standards. In contrast with the attitude toward 
the internship, there is not as yet unanimity re- 
garding the residency as an integral part of medi- 
cal education. The reason is not difficult to find. 
Widespread serious educational interest in gradu- 
ate medicine is of recent origin. Adequate prepa- 
ration for competence in a specialized field of 
medical practice in modern society, however, is as 
much a phase of medical education as the teach- 
ing of anatomy was one hundred years ago. There 
is agreement that a satisfactory plan for such 
training, moreover, can best be worked out by 
the hospitals, medical schools and universities 
which already are charged with the responsibil- 
ities of the other phases of medical education and 
in collaboration with the various professional or- 
ganizations interested in competent preparation 
for the different fields of practice. Integration of 
the graduate phases with those of the basic prepa- 
ration for medical practice is highly desirable and 
is being gradually accomplished in a number of 
centers. The majority of the societies of special- 
ists and their boards of certification which have 
been so largely instrumental in developing inter- 
est in proper graduate training emphasize the im- 
portance of the educational components in that 
training. 


Residency 


The residency is now recognized as the most sat- 
isfactory method of preparation for specialization. 
In ten years the number of such hospital services 
has increased 100 per cent. At present there’ are 
4,392 residents and 726 fellows in institutions ap- 
proved by the Council on Medical Education and 
Hospitals. During the last five years the number 
of the three year services has increased 500 per 
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cent. A sufficient number of residencies are now 
available in all but a few fields to prepare enough 
specialists for the needs of the country. Some of 
the services, as in the case of the internships, do 
not meet satisfactory educational standards, how- 
ever. Those that cannot fulfill the standards 
should be called house officerships or some other 
designation rather than residencies. All of you 
are familiar with the requirements effective in 
1942 for recognition of specialists as formulated 
by the specialty boards, the Advisory Board for 
Medical Specialties and the Council on Medical 
Education and Hospitals. The responsibility for 
providing the necessary training falls primarily 
upon the hospital. 


Essential Features of Graduate Training 


The essential features of the graduate training 
are a period after an approved internship of not 
less than three years of supervised experience and 
laboratory studies in a single field of clinical 
medicine and a period of advanced study in the 
sciences basic to the specialty. It is obvious that 
in many hospitals plans for such a program can 
be made only by modification of existing intern- 
ships and increased opportunities for laboratory 
studies. The latter can be supplied in some in- 
stances by nearby medical schools. The close 
relationship between residency training and the 
internship in which the universities and licensing 
bodies are immediately concerned suggests the 
necessity of active cooperation between the hos- 
pitals and these agencies as well as with the 
various organizations of specialists. 


Judging the Efficiency of Resident Training 


Judgment regarding the efficacy of any resi- 
dency must be based with certain amplifications 
upon the same basic elements as those of the in- 
ternship. The facilities, laboratories, records, 
patients and other easily appraised factors must 
be satisfactory. The staff must be thoroughly 
expert in the special field of practice and possess 
the highest ethics and character. Inasmuch as 
the graduate training aims to provide clinical 
competence, the resident should gradually be 
given much greater responsibility than the intern 
as a necessary feature of his development. Semi- 
nars, follow-up studies, conferences, daily rounds, 
special studies of problems and similar educational 
activities should be designed for the needs of the 
resident. A committee or individual of the staff 
should be assigned the duty of organizing and 
supervising the instructional opportunities for 
the residents. Of great importance is freeing the 
resident from routine duties for definite periods 
in which he can do the necessary advanced labora- 
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tory studies and reading so essential for real 
competence in any specialized field. This is par- 
ticularly important where serious studies in the 
laboratories of a university can be arranged. In- 
clusion of a laboratory period in the residency 
system may mean an increase in the number of 
the advanced house staff, but many hospitals feel 
amply rewarded for the small additional cost. 


Cooperation of Hospitals, Medical Schools 
and Universities in Graduate Education 


As in the case of the internship, no mechanical 
formula applicable to all hospital residencies is 
possible or desirable. The graduate plan of any 
institution should be adapted to the facilities and 
personnel available and be governed by the estab- 





lished principles of professional education. Closer 
cooperation between the universities, medical 
schools and hospitals in the graduate programs 
should be sought. The thesis advanced by some 
that medical education, and particularly its hos- 
pital phases, should be under the direction and 
control of medical societies is in the long run 
unworkable. These organizations have been and 
should continue to be of the greatest help in 
giving practical suggestions and support to the 
efforts of those directly charged with the responsi- 
bilities of professional training. The program 
promises to reach its fullest success through the 
active cooperation of the hospitals, medical schools 
and universities under whose joint auspices medi- 
cal education at its several levels must be con- 
ducted. 





Dr. Lucius R. Wilson 


Dr. Lucius R. Wilson has resigned as superin- 
tendent of John Sealy Hospital, Galveston, Texas, 
which position he has held since 1928, and will 
accept the superintendency of the Hospital of 
the Protestant Episcopal Church of Philadelphia, 
Pennsylvania, effective January 1. 


Dr. Wilson was graduated from Washington 
University Medical School in 1920; served his 
internship in Barnes Hospital, St. Louis, Missouri; 
and became assistant superintendent of Barnes 
Hospital in 1921, serving in that capacity until 
he accepted the superintendency of the John Sealy 
Hospital. 


Dr. Wilson is a life member of the American 
Hospital Association and a Charter Fellow of the 
American College of Hospital Administrators; he 
was vice-president of the American Hospital Asso- 
ciation in 1930, and was the first president of the 
Texas State Hospital Association. Dr. Wilson is 
chairman of the Council on Hospital Planning 
.and Plant Operation of the American Hospital 
Association, and has long been recognized as one 
of the leaders in the hospital field. 


sone ees 


Clarence J. Cummings Retires 


Clarence J. Cummings has resigned as super- 
intendent of the Tacoma General Hospital, Ta- 
coma, Washington, because of ill health. 


Mr. Cummings has been superintendent of the 
Tacoma General Hospital since 1918. When he 
accepted the superintendency of this institution 
twenty-two years ago, he instituted policies and 
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practices that have established it as one of the 
leading institutions of the Pacific Coast. 


Mr. Cummings is a life member of the Ameri- 
can Hospital Association, having served as first 
vice-president in 1935; he is a charter fellow of 
the American College of Hospital Administrators 
and was a member of its board of regents from 
1937 to 1939; he is now president of the Associa- 
tion of Western Hospitals; and he has always been 
a leader in organization activities. 


Mr. Cummings’ physicians have advised him to 
take a long period of rest, and it is hoped that his 
retirement from the hospital field will be a tem- 
porary one. 


—_— 


The War and Thermometers 


In view of the high breakage of thermometers, 
both mouth and rectal, timely warning is in 
order. Due to Government priorities that may 
be invoked at any moment and the extremely 
erratic price situation in the mercury market, 
almost all of the reliable manufacturing concerns 
now have great difficulty in supplying their regu- 
lar customers. Ordinarily there would be at least 
a two years’ stock in the vaults of the suppliers, 
but at this time the Government has absorbed 
the total output of at least three of the major 
manufacturers in order to supply the Army, Navy, 
Red Cross and Britain. This is particularly im- 
portant since all good thermometers are aged for 
at least six months to a year and longer. Every- 
one is requested to use the greatest care possible 
to preserve our present supply. 


News Letter of Rochester General Hospital 
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Women's Auxiliary in a Small Hospital 


MRS. G. E. GOODYEAR . 


when he said that certain truths were self- 

evident. So we shall waste no time in axio- 
matic statements about the need of a hospital 
auxiliary. Everyone who has worked in or for 
a hospital realizes the constant deficit which must 
be covered by outside aid, and this is where a 
women’s auxiliary can make itself invaluable. 


TT wrens JEFFERSON was undoubtedly right 


Judging from personal observation, nearly all 
hospitals seem to have some sort of auxiliary. 
Sometimes it is represented by groups originally 
organized for some other activity; that is, literary 
societies or bridge clubs, which help the hospital 
with gifts of money or work as a sort of side issue. 
But in more instances we find a women’s auxiliary 
divided into groups or committees and organized 
for the definite purpose of aiding the hospital. 
Such is the organization we have in our town and 
because both the town and hospital are small you 
may find something of interest in a detailed de- 
scription. 


Pennock Hospital is situated in Hastings, Mich- 
igan, a town of 5000, and has a capacity of 30 beds, 
2 cribs, and 8 bassinets. The daily average of 
patients last year was 13.63. Without going into 
statistics, you will readily believe the statement 
that each patient is cared for at a financial loss. 
However, the total annual loss was decreased by 
more than $1000 through the support of our 
women’s hospital auxiliary. 


The importance of the auxiliary in our financial 
set-up is quickly perceived, especially in view of 
the fact that we have no annual hospital drive or 
tag day, but there is great value, also, in having 
throughout the town an organization of women of 
varied ages and activities all interested in work- 
ing for the hospital. 


Our Hospital Guilds 


Hastings has fourteen hospital guilds, each 
guild having its own officers, with every member 
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paying annual dues of one dollar into a general 
treasury. An annual luncheon or dinner is held 
in the spring, to be attended by all members, with 
one guild planning a program or some kind of 
entertainment. After this, the annual meeting is 
held, at which each guild chairman gives a report 
on what that group has accomplished in the past 
year. It is inspiring to see women of so many 
types and ages all bound by this one interest and 
to hear what they have done. 


The general chairman of the guilds is a mem- 
ber of the Women’s Hospital Board during her 
term of office. She confers with the superinten- 
dent as to the needs of the hospital, keeping an 
inventory of supplies in use and in reserve, and 
assigns work to the guilds accordingly. At the 
last annual meeting the report of the general 
chairman showed that she had personally cut out 
389 articles to be sewed, including four types of 
binders, sterilizing bags, all types of surgical 
covers and clinic sheets, hot water bottle covers, 
mattress pads and covers and tray cloths. 


This sewing is assigned to only four of the 
guilds. One, having a membership of 19, is pop- 
ularly known as a “sewing guild’; another with 
40 members is the “surgery sewing guild”; a 
third having 30 members is known as the “blanket 
guild” and furnishes blankets for the hospital but 
does sewing, too. The fourth one of these sewing 
guilds has a membership of 7 and makes the tray 
cloths and covers for the bedside tables. Each of 
the fourteen guilds is known officially by a num- 
ber, but many of them have acquired nicknames 
derived from their line of work. 


Of the other ten guilds, one with 21 members 
makes the curtains for the hospital, and another 
with 20 members gives bath towels and wash 
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cloths, and canned fruit. Almost all the guilds 
give canned fruit and vegetables and jelly. 


Two guilds of older women, having fewer mem- 
bers now, many of whom find the work beginning 
to be burdensome, have no meeting but pay their 
dues and send magazines to the hospital. This 
year they contributed money earned by taking 
orders for an easy knee rest—and some money 
won by one of the members at the races. 


The “nursery guild” with 22 members has but 
one meeting a year—a luncheon. Last year they 
gave 72 crib sheets, 72 crib spreads, 48 pads, 36 
shirts, 12 receiving blankets, 12 binders, 104 
diapers, a set of baby scales, 29 jars of fruit and 
$5.00 towards paving the driveway, leaving a bal- 
ance in their treasury of $50.00. This guild has 
always had the same chairman. 


The “charity guild” of 41 members gives $50 
annually to the fund used towards charity cases. 


The 24 members in the “kitchen guild” furnish 
supplies for the kitchen; for example, an electric 
clock, roasters, kettles, towels and holders. Many 
of the nurses belong to this—in fact, they revived 
it, to take the place of a kitchen guild which had 
just disbanded. 


There are now 51 members in the “pillowslip 
guild” but since the membership has grown they 
furnish other things besides the pillowslips, such 
as china, waste baskets, vases, beverage glasses, 
thermos jugs. 


The “business women’s guild” has 61 members 
and meets twelve times a year, usually at a dinner 
followed by a speaker. They give a party to chil- 
dren at Christmas time and furnish toys to the 
children in the hospital, each child being allowed 
to take home his new toy. They gave the hospital 
19 dozen glasses, drinking and sherbet, 3 dozen 
fruit jars, and subscriptions to three magazines. 


Guild No. 14, with 28 members, bought a mime- 
ograph for the office last year—the two preceding 
years, new dishes. 


Treasurer’s Report 


The last annual treasurer’s report showed dues 
amounting to $323 had been paid in. The balance 
in the treasury was $446.29 and there had been an 
expenditure of $169.49, chiefly for muslin and 
toweling. The rest of the $1000 worth of gifts 
from the auxiliary was financed by the individual 
guilds. They have various ways of raising money 
—benefit parties and cinemas; rummage, baked 
goods and candy sales; advertising demonstrations 
and whatever comes to hand. Some guilds, in- 
cluding the nursery and pillowslip guilds, vote an 
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assessment on each member. Many of them have 
showers, most often of canned goods. One guild 
had a “cocktail party,” which meant that the mem- 
bers contributed cans of tomato juice. In our 
town we find it is rather good fun to belong to a 
hospital guild. 


Organization 


These guilds were organized in the spring of 
1916, when Pennock Hospital moved into its first 
building, an old residence slightly remodeled. Mrs. 
A. A. Anderson invited e?zhteen women to her 
house; the President of the Women’s Hospital 
Board, Mrs. E. A. Burton, explained the need and 
purpose of a women’s auxiliary; and Mrs. Ander- 
son asked each of the eighteen to organize a group 
of ten or more women and act as chairman of that 
group. One week later there was a membership 
of 222. Each member paid annual dues of fifty 
cents to the general treasury and each group 
pledged $10 additional to be raised in any way the 
group wished. They immediately decided to buy 
a refrigerator for the hospital. That was the be- 
ginning. 


Two and a half years later, Mrs. Anderson 
moved to Grand Rapids and was succeeded by 
Mrs. Kellar Stem. She held the chairmanship for 
seven and a half years and it was during her 
tenure of office that our present hospital building 
was completed and the guilds, by their surpassing 
activity and energy, made history for themselves 
and the hospital. Mrs. Stem was also responsible 
for the innovation of having all members present 
at the annual meeting. Prior to this, only the 
guild chairmen had attended. 


Where Our Strength Lies 


The strength of our auxiliary is, I believe, four- 
fold: ° 


First, the ideal of service which is the actuating 
force of the whole organization—an ideal to which 
few women can be indifferent. 


Second, the fact that it is not only respectable 
to belong, but even fashionable. ‘Everyone else 
does—so must I.” 


Third, the elasticity of organization, which 
leaves each guild free to choose its own form of 
hospital service and to have as many members, 
meetings, and activities as that guild chooses. 
This keeps the membership of each group con- 
genial. If one likes best to sew, she does not join 
a guild which generally plays bridge. 


Fourth, the fun we get out of it—and we do 
have fun. 
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the purposes of Federal hospitals and patients 

eligible for their service. It will deal largely 
with United States Marine hospitals, Veteran 
Facilities and the so-called narcotic farms and 
with such other Federal hospital activities as are 
pertinent to the general subject. 


Tes discussion will have special reference to 


Historical Consideration 


The Marine hospitals, of which there are now 
26, are intimately bound up with the history of 
general hospital evolution in the United States, 
and with the development and growth of that 
Federal Agency now known as the United States 
Public Health Service. When the latter was estab- 
lished in 1798, it was known as the United States 
Marine Hospital Service and was created to fur- 
nish medical services and hospital care to sick and 
injured seamen of the Merchant Marine and other 
American vessels. 


This agency was established by an act of Con- 
gress, it being motivated by memorials signed by 
representative citizens of American seaports. 
These ports finding themselves charged with the 
responsibility of caring for the sick and injured 
seamen, many of whom were on marginal eco- 
nomic status, sought relief from this local condi- 
tion. The first Marine hospitals were created and 
supported by a head tax imposed upon all Ameri- 
can sailors. The collection of this tax was accom- 
plished through the medium of the collector of 
customs, who, for many years was the business 
agent of the hospitals. Since the Collector of Cus- 
toms was an agent of the Treasury Department, 
the Marine Hospital Service automatically be- 
came an agency of that department and continued 
as such for 141 years. 


With the passage of time the principle was 
abandoned of imposing a head tax upon sailors 


for group medical services and in its stead a ton- _ 


hage tax was imposed on all vessels arriving in 
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Hospitals 


American ports. Eventually this method was 
abandoned and for more than a half century Con- 
gress has assumed the direct responsibility for 
the operation and maintenance of this service. It 
may be noted in passing that medical relief for 
the sick and injured American seamen. was the 
first concrete effort toward the organization of a 
scheme of medical relief, or health insurance bene- 
fits for a particular group under the auspices of 
the Federal Government. As a procedure, it be- 
came crystallized into the laws of the land, with 
the public treasury assuming, eventually, all obli- 
gations in this regard. 


There are, however, other significant obliga. 
tions which our Government has assumed in rec: 
ognition of its responsibility for the welfare of 
the people. It is charged by law with many func. 
tions and obligations in this respect, which the 
passage of time and custom have demanded as a 
service to mankind. 


On the one hand the Public Health Service has 
evolved from a hospital service for one smal) 
group of the population, into a first line defense 
for the promotion and preservation of the health 
of the people. Its interests and obligations as 
defined by Congress are very diversified and touch 
many activities and interests in the field of human 
welfare and the functional activities of many 
other governmental agencies whose interests are 
allied thereto. 


United States Public Health Service Part of 
Federal Security Agency 


On the other hand it was inevitable that any 
governmental reorganization scheme should have 
taken into account the need for grouping together 
Federal agencies having related functions in 
terms of human welfare. As a result the United 
States Public Health Service became part of the 
Federal Security Agency, created on July 1, 1939, 
under the Federal Reorganization Act. Other 
units within that Agency include the Social Se- 
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Aerial view of St. Elizabeth’s Hospital, Washington, D. C. 


curity Board which reaches approximately fifty 
million people with its two insurance features 
involving unemployment compensation and old 
age pension. Among other units within that 
agency, mention may be made of the Nationa] 
Youth Administration; the Civilian Conservation 
Corp and the Office of Education, the latter reach- 
ing practically every community of the land 
through its advisory service to schools and 
through its vocational, educational and rehabilita- 
tion programs. 


The administrative grouping of these Federal 
activities relating to the protection and promotion 
of human resources, is designed in accordance 
with the constitutional provision to “promote the 
general welfare.” 


The medical relief activities of the Public 
Health Service had their beginnings in Boston, 
Massachusetts, where the first Marine hospital 
was built in 1803 and occupied the following year. 
Before its erection, patients were cared for in a 
temporary building on Castle Island in Boston 
harbor. With increased demands an increase of 
facilities became necessary. From time to time 
successively larger buildings replaced the old in 
1827, 1860 and 1940. The Marine Hospital, 
erected in 1803, was the first general hospital in 
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Boston and is thought to have been the fourth in 
the nation. Few guides then existed for the or- 
ganization and operation of general hospitals. 
With the aid of Benjamin Waterhouse, then an 
outstanding figure in American medicine, it be- 
came a demonstration of what constituted a good 
hospital and good hospital practice at the time. It 
took its place in the evolution of American medical 
education, for some years being a teaching hos- 
pital for Harvard Medical School. 


From these beginnings, there has descended in 
the Public Health Service, a long line of hospitals 
which in the course of time have been replaced by 
new and more up-to-date equipment. At present 
the Service operates 26 Marine hospitals, one of 
which is for a tuberculosis sanatorium and an- 
other is for a leprosarium. In addition it operates 
117 out-patient relief stations or dispensaries and 
19 other special relief stations. These facilities 
accommodated 398,133 sick and disabled patients 
during 1939. 


From time to time Congress has seen fit to 
broaden the scope of those entitled to medical 
relief by the Public Health Service. At present 
the beneficiaries of Marine hospitals include a 
wide variety of persons. The more numerous are 
American Merchant seamen. Others include 
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patients of the Veterans Administration to the 
extent of available facilities; citizens of the 
United States afflicted with leprosy; officers and 
men of the Coast Guard and the Public Health 
Service and their dependents; beneficiaries of the 
Federal Employees Compensation Commission; 
detained immigrants; seamen from foreign ves- 
sels and those of the Engineer Corp and American 
Transport; and those of the Lighthouse Service. 
They also include beneficiaries of Civil Conserva- 
tion Corp, Works Progress, and Civil Works Ad- 
ministration. Other medical services embracing 
examination and certification are performed for 
the Civil Service Commission; Shipping Board; 
Bureau of Fisheries; Mississippi River Commis- 
sion, Navy Coast Guard and Geodetic Survey. 


During the period of World War I, the Public 
Health Service was charged by Congress with 
providing facilities for disabled men and women 
of the military services. This activity had its 
beginning in association with the War Risk In- 


surance Act and the War Risk Bureau, then an 
agency of the Treasury Department, of which 
the Public Health Service was a unit. Subse- 
quently, by an act of Congress, the War Risk 
Bureau became an independent establishment 
known as the Veterans Administration and the 
Medical relief activities of that Bureau were 
transferred by executive order in 1922, the Pub- 
lice Health Service being relieved of the direct 
responsibility for the administration of its medi- 
cal services. 


From a practical standpoint, medical bene- 
ficiaries of the Veterans Administration embrace 
all sick and disabled men and women who have 
served with the military establishments. Obvi- 
ously certain technical and legal qualifications 
determine individual eligibility for care and 
treatment. The facilities of the Veterans Ad- 
ministration embrace special types of hospitals, 
developed to meet the specific needs of its pa- 
tients. They include the general hospital, special 
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United States Marine Hospital, Seattle, Washington 


examination diagnostic centers and special hos- 
pitals for the tuberculous and mental patients. 


Hospitals for Persons Addicted to Use of Habit 
Forming Drugs 


In 1929 the Congress authorized the establish- 
ment of two institutions for the care and treat- 
ment of persons addicted to the use of habit form- 
ing drugs. This was in part an ancillary measure 
in connection with the international and domes- 
tic control of narcotic drugs and an effort to con- 
tribute to a more satisfactory solution of the 
so-called narcotic drug addiction problem. The 
Public Health Service was charged with the re- 
sponsibility for developing and operating these 
institutions. They were first designated as “Nar- 
cotic Farms” but subsequently the name was 
changed by legislative act, to United States Public 
Health Hospitals. 


The first of these hospitals was established at 
Lexington, Kentucky, opened in 1935 and the 
second at Fort Worth, Texas, opened in 1938, the 
former having a bed capacity of 1000 and the 
latter 1400. An additional 480 beds were au- 
thorized for the Lexington institution and are 
now in process of being built. Of the latter num- 
ber, 100 will be for women patients; the only 
facilities available for that particular group. 


The so-called narcotic farms are charged with 
the responsibility of studying the nature of drug 
addiction; the best methods of treatment; and the 
dissemination of information upon. these subjects 
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to the professional and lay public. These hos- 
pitals are, therefore, research centers with a pro- 
gram of rehabilitation superimposed thereon. 
They are designed for the care and treatment of 
addicts who have committed an offense against 
the United States and sentenced by Federal 
Courts; for those whose sentence has been stayed 
and placed on probation; for those having served 
their sentence but who may elect to remain for 
further treatment and for any American citizen 
who is an addict and who voluntarily applies for 
treatment and such application is approved by the 
Surgeon General’s Office in Washington. 


The Act establishing these hospitals, defines a 
narcotic drug as including opium or its deriva- 
tives; cocaine or its salts; Indian hemp or 
marihuana; and peyote. The latter is a sesile 
cactus commonly called mescal button, used by 
many Indian tribes in religious ritual but its 
abusive use has become proverbial. Addicts are 
defined as anyone habituated to the use of these 
particular drugs. 


Since the majority of beneficiaries of these 
special hospitals have committed offenses against 
the United States and are Federal prisoners, it 
seemed pertinent that the medical services of the 
Federal Prison System was an auxiliary activity 
and Congress authorized and directed in 1930, 
the Public Health Service to supervise and fur- 
nish the medical, psychiatric and technical ser- 
vices for that system. As a result, the Service 
now operates all medical services in connection 
with the Federal prisons, reformatories; Federal 
jails and prison camps and operates a hospital 
for the criminal insane at Springfield, Missouri, 
for the Department of Justice. In all, these ac- 
tivities embrace 24 medical units, ranging from 
a sick bay in a prison camp to a modern hospital 
in connection with the permanent prison estab- 
lishments. The beneficiaries of this medical ser- 
vice embrace prisoners legally committed to the 
jurisdiction of the Department of Justice and 
resident of the regularly constituted establish- 
ment. 


United States Public Health Service and Bureau 
of Indian Affairs 


For the last decade or more the Public Health 
Service has supervised the Medical Services for 
the Bureau of Indian Affairs and for the Terri- 
tory of Alaska, under the Department of the 
Interior. The beneficiaries of these services are 
the North American Indian wards of the govern- 
ment and the population of the Territory of 
Alaska. Each Indian Reservation is provided 
with general hospital facilities which is the center 
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of the Public Health activities of the Reservation, 
and operates special hospitals for the tuberculous, 
located at strategic places. 


By executive order, effective July 1, 1940, un- 
der authority of the Government’s Reorganization 
Act, both the Freedman’s and the Saint Eliza- 
beth’s Hospital in Washington, D. C., were trans- 
ferred to the Social Security Agency and are now 
administered through the office of the Surgeon 
General of the Public Health Service. 


The former is a general hospital, long main- 
tained for the medical treatment of the indigent 
colored population, but about half of the more 
than 300 beds are for reimbursable patients. The 
Saint Elizabeth Hospital is the government hos- 
pital for the insane and cares for the insane 
population of the District of Columbia and for 
insane beneficiaries of other agencies of the gov- 
ernment when authorized by Congress. 


Venereal Disease Clinics 


In addition to the relief facilities enumerated, 
the service maintains and operates a clinic for 
the treatment of venereal diseases at the Hot 
Springs, Arkansas, National Park where many 
indigent and transient venereal cases find their 
way each year, because of the widely advertised 
value of the waters of these springs. This clinic 
serves as a proving ground for determining the 
best methods of treating these diseases. Under 
provision of the Venereal Diseases Control Act, 
grants in aid are made possible to state and local 
health departments for the suppression and con- 
trol of venereal diseases in the general population. 
Of the total $2,400,000 granted for this purpose 
in. 1939, $651,518 was used in the development 
and operation of treatment facilities for these 





Front of Main Building, United States Narcotic Hospital, 
Lexington, Kentucky 
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United States Marine Hospital, Boston, Massachusetts 


diseases under the cooperative auspices of the 
state and local health authorities. In that year, 
2,085 clinics were subsidized, an increase of 100 
per cent over the previous year. The number of 
cases admitted have also doubled over that of the 
previous year. 


Aside from those facilities already enumerated, 
the Public Health Service furnished medical ad- 
visory services to a wide variety of Federai 
agencies. These are almost as numerous as the 
agencies themselves. Special mention may be 
made of certain special services such as that ren- . 
dered the immigration service at ports of entry; 
services for the State Department abroad in con- . 
nection with the medical examination of prospec- 
tive immigrants or refugees destined for the 
United States; of services for the Social Security 
Board; those for the Farm Security Administra- 
tion in relation to the development and adminis- 
tration of sanitation and medical care programs 
for low income farm families who are bene- 
ficiaries of that administration and for migratory 
agriculture workers. 


The enumeration of the diversified medical re- 
lief activities of the Public Health Service may 
serve to enrich our understanding of its tradi- 
tions. In a survey of the years of its existence, 
we are not unmindful of its pioneering function; 
of its role in research and as a demonstrator and 
leader in the advance of public health. Its growth, 
development, and functions have been gradual 
and in keeping with the customs, traditions, and 
demands of the people. Its main function for so 
many years being that of medical care for sick 
and injured seamen is a living demonstration that 
preventive medicine in its broadest conception 
has its roots embedded in a knowledge of illness; 
for a knowledge of illness; must of necessity, 
imply a knowledge of good health. 
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Good Business Relations 


FOSTER G. McGAW 


N RECENT years, it has become a custom for 
the American Hospital Association to give the 

exhibitors an opportunity to be represented on 
the annual convention program of the Associa- 
tion. This opportunity is a considerate gesture of 
friendliness and one greatly appreciated by the 
exhibitors. 


For the sake of those who may have forgotten, 
may I explain that the Hospital Industries’ Asso- 
ciation is a voluntary group of the commercial 
organizations who attend annually the various 
hospital association conventions. They are banded 
together for the sole purpose of improving those 
conditions which make the demonstration and 
showing of their merchandise more efficient and 
more interesting to you. I feel honored to repre- 
sent them on such an occasion and to discuss 
briefly the subject of good business relations. 


The easiest approach to such a subject is a 
critical one, pointing out what is missing or what 
is wrong with the business relations in this in- 
dustry. It is always easy to criticize and find 
fault. But instead of approaching the subject 
from the negative side, I propose to discuss the 
positive side, and try to emphasize a few of the 
many things that are good. In my opinion the 
good far outweighs the bad. 


Our Hospital Industry 


As a background for some comments on the 
subject, let me sketch a few observations about 
this hospital. industry of ours, made up of your 
hospitals and our businesses. 


Outside of the present business of government 
this is one of the largest industries of the United 
States. Certainly it is one of the oldest. Has 
that fact occurred to you? It represents an in- 
vestment of well over three and one-half billion 
dollars. It employs in professional and lay help 
over 500,000 persons, not including the visiting 





Presented at the Convention of the American Hospital Asso- 
ciation, Boston, 1940. 
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and courtesy staff totaling 100,000, and special 
duty nurses. Twenty-five million patients passed 
through the hospitals’ doors in 1939. Almost 
364,000,000 patient days of hospital service were 
given in 1939. Business likes to feel it played 
some part in assisting you with this tremendous 
responsibility. 


Contrast that to the automotive field which is 
generally considered America’s No. 1 industry. 
There is less than half the amount of invested 
capital in the automotive field than in the hospital 
field, with only approximately a half million 
workers employed. 


Improved Principles of Sick Care 


Mere size in itself is no great accomplishment, 
but you have more than bigness. The great pur- 
pose of health in the United States over the last 
century is largely a result of the improved prin- 
ciples of sick care created and taught in our hos- 
pitals. The hospitals more than any other factor 
have been responsible for the increase of man’s 
expectancy from 41 years in 1840 to 60 years in 
1938. The hospitals more than anything else 
have lowered infant mortality rates. 


Mothers are safer, too. One city’s report shows 
a decrease in maternal mortality rates from 5.7 
per 1000 live births in 1936 to 3.5 per 1000 live 
births in 1938—a reduction of 38 per cent in two 
years. 


These splendid gains parallel significantly the 
growth of our hospitals. Only 65 years ago there 
were 149 hospitals with 35,000 beds in this coun- 
try; today, there are over 6,500 hospitals and 
almost 1,200,000 beds. 
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The Hospitals’ Objectives 


And the finest aspect of this remarkable growth 
and your achievements is the fact that your in- 
dustry is not one whose objective is profit, not one 
of pleasure, nor is it one for destruction. It is an 
industry whose sole objective is the care and 
welfare of your fellowman. 


Hospitals’ Activities and Business 


With this picture in your mind it is must be 
obvious that wherever your activities touch busi- 
ness there must have been and there must be 
now the finest kind of good relations between the 
hospitals and their sources of supply. I believe 
we can safely accept this as a fact. There have 
been rough spots undoubtedly. In past years it 
was sometimes necessary to barter or trade for 
the things you wanted. Some companies used to 
be like the optician who was teaching business 
technique to his son. 


“Son,” he said, “after you have fitted glasses to a 
customer, and he asks what the charge is, you say, 

“<The charge is ten dollars.’ 

“You watch closely to see if he jumps a little. If he 
doesn’t jump, you say, 

“<That’s for the frames; the lenses will cost an- 
other ten dollars.’ 

“Then you stop again, for just a jiffy, to see if he 
jumps. If he doesn’t jump that time, you say... 
real quick... 

“ ‘Each.’ ” 


Very little business is done on that basis any 
more. Almost all companies now know how much 
their goods and services cost and set their prices 
accordingly. The trading days are over and 
rarely now does “caveat emptor” apply. Today 
more than ever companies have established prac- 
tices, standard policies, and published prices. And 
companies that publish prices are generally safer 
to do business with than those which do not. 


Explanation of Growth of Hospital Service 


In looking for the reasons back of the remark- 
able growth in the hospital field, I find only one 
acceptable explanation. And it practically ex- 
plains all the good things you can find about hos- 
pitals or say about their accomplishments. The 
explanation lies in the hospitai’s leadership, in 
its administrators. As is always the case when 
you find success, you will find some man or woman 
back of it, responsible for it. It is these men and 
women that have given vitality, creativeness, and 
growth to this hospital industry. And it is these 
men and women, the executives of the hospital 
field, with whom business has been privileged to 
deal. It is no great credit to the businesses serv- 
ing you that they have got along so well with 
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you. Because you, as a group, are so human, so 
kind and understanding, only the most flagrant 
mefficiency or incivility drives your friendship 
from their doors. 


Business Friendships 


This friendliness is unique and so characteristic 
of the hospital industry. To my mind the spirit of 
friendliness stands out above all other attributes. 


Friendship is no handicap to business dealings 
when friendship develops as a result of business 
experience. Through business transactions each 
has appraised the other and has concluded it is 
safe to extend this business relationship into 
something more personal and of greater confi- 
dence. Real friendships result. You find some 
of it in every industry, but I dare say, in none 
other can it be found in such universal abundance. 


Hospital Loyalties 


As a close second to friendships come loyalties. 
In the 25 years I have worked with hospitals I 
have seen splendid examples of this loyalty. A 
typical example of this loyalty is found when a 
hospital superintendent says to some representa- 
tive: 


“We are giving most of our business to 
company A because they carried us over a 
very trying period when our finances were 
impaired.” 


More than once I have heard a hospital take 
such a stand. 


And hospital administrators have been known 
to say on more than one occasion: 


“Mr. X of ‘C’ Company has helped me in 
so many ways with extra services and ideas, 
getting information for me that I want to 
give him most of our business. I feel it is to 
our advantage to do so.” 


Friendships and loyalties such as these make 
up the backbone and heart of this hospital in- 
dustry. It creates a personal relationship and 
gives both character and life to make this the 
finest industry in which any man or woman might 
make their life work. 


Although I was not here at the time, I am rea- 
sonably certain that as far as hospitals and spe- 
cialized businesses serving them are concerned the 
hospitals came first, preceding with needs and 
problems the businesses which came later to try 
to serve those highly specialized needs, with com- 
plex and ever new problems. 
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Where Business Helps the Hospitals . 


The hospitals found the problem, and probably 
then turned to business for help in finding the 
solution. Thus the hospital and business have 
from the start been hand in hand, doing research, 
solving problems, and creating things that make 
the care and treatment of sick and injured more 
effective and helpful. They are still at it today 
only to a much greater extent. Manufacturers 
can produce some things that create new agents 
for treatment, or for hospital use, but none of 
these are serviceable until you, the hospital, have 
given them the acid test of clinical use. You can- 
not manufacture. The manufacturer cannot make 
clinical tests. This is a third characteristic worth 
emphasis, that of cooperation; and this coopera- 
tive spirit of our industry tends to draw its parts 
closely together. 


Business today finds it more profitable to deal 
honestly and fairly with all hospitals. This fact, 
together with better buying practices in the hos- 
pital has greatly improved this phase of our busi- 
ness relations. Further progress is to be expected 
as hospitals better understand that they must 
insist on certain standards and as business realizes 
you will insist on these things. Business will give 
you just what you say you must have. 


Loss Sustained Through Returned Merchandise 


I should be remiss if I did not mention one 
phase of our relationship which needs your 
further help, one which offers real possibilities 
for improvement. Every company doing business 





with hospitals experiences substantial loss _be- 


cause of returned merchandise. No attempt is 
made here to say who is to blame. Possibly it is 
necessary because of the nature of your work. 
But it might be suspected that less sales pressure 
on the part of business, and even more careful 
buying on the part of the hospital could improve 
this condition greatly. If it were wholly corrected 
the result would be this. Hospitals would buy 
practically all their articles at about 5 per cent 
less. This substantial saving is well worth the 
serious cooperation of hospitals and business. 


Cooperation 


There are many other fine characteristics in our 
business relations, but these three to my mind are 
outstanding, friendliness, loyalty, and cooperation, 
and as a mirror can reflect only what it sees, you 
will find these characteristics largely reflected 
among the fine group of men who make up the 
Hospital Industries Association. We hope, as far 
as these men and their exhibits are concerned, 
you feel well repaid for the time spent visiting 
them. They welcome you here. They are happy 
to support the American Hospital Association 
through this annual convention, and they appre- 
ciate the support you in turn give them at these 
meetings. 


In whatever way our hospitals may be called 
upon to serve in the defense of our country, or 
in preparedness for defense, I pledge you that the 
commercial side of this industry will stand with 
you shoulder to shoulder, giving you and our 
country their best in things, in men, and in heart. 





° 


Improper Dishwashing Is Health Menace 


Dishwashing, as carried out in the small cafe- 
teria or in the large institution, is often a “for- 
gotten” job, because it is too lowly to engage the 
interest of management. 


But researches by public health agencies, re- 
corded in. the current issue of the magazine Soap, 
indicate that it will pay management interested 
in the health of its employees, or wards, to keep a 
careful eye on this humble process. 


In a recent survey of eating places, “93 per 
cent of glasses and utensils were found to be im- 
properly cleaned and showed a dangerously high 
bacterial count,” according to the article. It is 
pointed out that from 25 to 45 per cent of deaths 
in the United States are caused by saliva-borne 
infections, which can be transferred by means of 
the common eating utensil. 
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In order to insure the production of clean, low- 
count dishes in any establishment, its manage- 
ment should be guided by the following rules: 


Do not use hand washing, as smudgy dishes and 
high germ counts may normally be expected with 
this method. Keep wash water temperatures 
around 140° F. and rinse water temperatures 
above 165° F. at all times. Use an effective de- 
tergent and some methods of keeping the wash- 
water alkalinity constantly at the proper level. 
Devices which will control inefficient and danger- 
ous fluctuations of alkalinity are recommended. 
Where rinse water hotter than 165° F. can not 
be obtained, dip dishes and tableware in a solution 
of an approved chlorine preparation after washing 
to sterilize them, and do not towel them after- 
wards.—Safety Research Institute. 
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Community Health Centers 


SIDNEY OVIATT 


dation at Battle Creek has been cooperating 

with the people of seven rural counties in 
Michigan in a wide health program woven around 
the founder’s particular interest in the advance- 
ment of the “health, happiness and well-being of 
children.” 


Fas: the past ten years the W. K. Kellogg Foun- 


The founder, of course, was W. K. Kellogg, who 
maintains a most active interest in the Founda- 
tion’s participation in the health programs of 
these communities. 


The activities carried on in the seven Michigan 
counties—Allegan, Barry, Branch, Calhoun, 
Eaton, Hillsdale and Van Buren—range all the 
way from protecting pre-school children against 
communicable disease to providing scholarships 
for special extension courses for school teachers 
and board members, parents, physicians, dentists, 
ministers and others who come in contact with 
children, that they may the better care for the 
well-being of the community’s youth. 


Since without good health there is nothing, a 
primary requisite in any such forward-looking 
community program is an adequate hospital and 
health department. 


With the cooperation of the Kellogg Founda- 
tion, the various communities are working toward 
combining health department and hospital into 
one workable unit providing all the health needs 
of the community that have ordinarily been pro- 
vided heretofore—and a lot more besides. 


Let us first look at a County Health Department 
typical of those in the seven-county area in 
Michigan. 


Health Department Is Unique 


The Branch County Health Department, at 
Coldwater, Michigan, is headed up by the County 
Health Director, under whom works a staff con- 
sisting of a Public Health Engineer, five “Family 
Health Counsellors” (one to every 5,000 inhabi- 
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tants), and a clerical staff. The services of the 
Counsellors are unique. 


Family Health Counsellors are trained nurses 
with college degrees who are also experienced 
public health nurses. They travel constantly over 
their given. territories within the county calling 
on families and giving health counsel whenever it 
is asked for, helping mothers prepare for new 
babies and advising on their care when they come, 
arranging for preventive medical and dental at- 
tention, and for special care when. necessary. They 
try to help mothers to recognize the need for reg- 
ular “well-child” examinations and to keep their 
children well. Democratically, they never force 
themselves on these families, but rather, through 
friendly counsel, try to help them recognize their 
own problems and to work them out themselves. 


The Public Health Engineer carries on the 
regular inspection of water and milk supplies and 
of sewage disposal arrangements both public and 
private. He, too, has a special task of working 
with people and helping them to help themselves. 
Any sanitary engineer can construct a septic tank, 
but it takes an experienced and tactful sanitarian 
to persuade Farmer Jones that he needs a septic 
tank instead of the privy near the well—and to 
make him want it. 


The County Health Department, then, in closer 
and closer association with the Community Health 
Center, is sending its Family Health Counsellors 
and Public Health Engineers out into the county 
for service to individuals, besides performing its 
duties on the customary mass basis. 


So much on the preventive side of the health 
program, as overseen by the Health Department. 
Now let us have a look at the therapeutic side— 
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Sign in front of Branch County Community Health Center, 
Coldwater, Michigan 


the hospital or Health Center, and how it serves 
those who are urgently in need of medical and 
surgical care. 


Hospital Service Broadened and Improved 
in Seven-County Area 


In the seven-county area there are now ten hos- 
pitals whose Boards of Trustees have requested 
the cooperation of the W. K. Kellogg Foundation 
in improving their services to the public.* Of the 
ten hospitals, three are new. The three-story 
health centers at Hillsdale and Coldwater, and the 
two-story structure at Allegan—all opened within 
the past year—were constructed with the help 
of PWA funds and in cooperation with the Kellogg 
Foundation, whose grants for the purpose totaled 
approximately $300,000. 


These community health centers differ from 
other rural hospitals of similar capacity in that 
they not only provide the usual services of a good 
hospital, but they improve the calibre of medical 
service in that community by 


1 Bringing in members of the faculty of 
neighboring medical schools to study and 
confer with local physicians on their own 
patients. 


2 Providing the rural practitioner with up- 
to-date facilities for diagnosis and treat- 
ment similar to that which the urban 


*These hospitals, or community health centers, are: Sheldon 
Memorial Hospital, Albion, Calhoun County; Allegan Health 
Center, Allegan, Allegan County; Hayes-Green County Memo- 
rial Hospital, Charlotte, Eaton County; Calhoun County Public 
Hospital, Battle Creek, Calhoun County; Community Health 
Center, Coldwater, Branch County; Pennock Hospital, Hast- 
ings, Barry County; Hillsdale Community Health Center, Hills- 
dale, Hillsdale County; Oaklawn Hospital, Marshall, Calhoun 
County; William Crispe Hospital, Plainwell, Allegan County; 
City Hospital, South Haven, Van Buren County. 
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physician has at his command in the large 
cities. 


3 Making available x-ray and laboratory 
facilities—at the health center or in the 
home—at so low a cost that practically 
everybody can afford it. 


4 Offering the expectant mother the choice 
between hospital or home delivery with 
the same nursing care. 


Editorial Program for Physicians 


The philosophy of the communities in coopera- 
tion with the Kellogg Foundation in formulating 
the plans and activities of the health centers has 
been to enable the local family physician to give 
better medical care to his patients than he would 
be able to give without the health centers—and 
not to establish a clinic. For around the family 
physician, they believe, revolves the whole com- 
munity health program. 


Toward this end an extensive educational pro- 
gram for physicians is carried out at the health 
centers, steadily and without fanfare. Postgradu- 
ate or extension courses are held for local physi- 
cians, with medical faculty members from access- 
ible universities and colleges coming to the “stu- 
dents,” instead of vice versa. In this way the cases 
that the local practitioners are most interested in 
—their own patients—are the subject for study. 
Often the faculty travels even farther afield and 
actually goes to the patient’s home for these clini- 
cal discussions, entirely reversing the usual post- 
graduate procedure whereby the students go to 
the faculty. 


The library, housed in the staff conference 
room, is kept supplied from the Foundation’s mas- 
ter medical library at Battle Creek with up-to-date 
books and the important professional publica- 





Major Operating Room, Branch County Community Health 
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Nursery, Branch County Community Health Center, 
Coldwater, Michigan 


tions. And the conference room is also used by 
local physicians for meetings with the pathological 
and x-ray consultants, an excellent method of 
education. 


Modern operative and delivery rooms, isolation 
wards for control of communicable diseases, up-to- 
date equipment for fracture work, the latest and 
best machines for fleuroscopy and x-ray diagnosis, 
complete modern laboratories, basal metabolism 
machines and electro-cardiographs—all these in 
many instances actually give the rural physician 
the chance for which he has been praying. 


Low-Cost X-ray and Laboratory Service 


It is not, of course, particularly extraordinary 
that each of these hospitals should have complete 
x-ray and laboratory facilities. It is the implica- 
tions that are important. Both of these services 
are offered at such reasonable prices (one-quarter 
to one-third the average price in the United 
States) that practically everybody in the commu- 
nity can afford them without sacrifice. The prices, 
by the way, are set by the hospital, physicians and 
county medical society, and not in any way by the 
Foundation. And the fact that patients may have 
low-cost, complete bedside laboratory service at 
home, with only the extra cost of the technician’s 
mileage, is, of course, unique. The Hillsdale Com- 
munity Health Center also offers home x-ray serv- 
ice on the same basis. 


In making this equipment available to the com- 
munity health centers at their own request, the 
Foundation simply guaranteed any deficit that 
might result from these drastically reduced prices. 
As expected, it was found that the lower prices 
increased the volume to such an extent that not 
only did the services more than pay for them- 
selves, but—what is more important—many peo- 





December, 1940 


ple who otherwise could not have afforded x-ray 
and laboratory work were served and helped. 


The x-ray and laboratory departments are 
under the supervision of radiologists and pathol- 
ogists connected with large hospitals in Battle 
Creek and Jackson who act as consultants to the 
local medical profession in their diagnostic 
problems. 


A Home Maternity Nursing Out-Service 


It is the usual thing in urban or rural areas for 
the hospital to take pretty good care of the pa- 
tients within its four walls. It is the unusual or 
unheard-of thing to learn of a hospital that is 
worrying about the sick people outside its walls, 
who do not come to the hospital—because of 
finances, acute illness, distance, or just wanting to 
stay at home. 


And yet that is exactly what the new commu- 
nity health centers are doing; they are worrying 
about those people outside their four walls—and 
they are doing something about it. 


They are providing home maternity nursing 
service for mothers who want to have their 
babies at home. The home maternity nursing 
service is an arrangement by which three or more 
hospital nurses, with special maternity training 
and experience, are always available to go out and 
assist the physician at home deliveries. At the 
Branch County Community Health Center, for in- 
stance, four maternity nurses are on the staff of 
the hospital—two are on call by day and two at 
night for home service. They also make first, third 
and fifth-day postpartum calls, after which the 
Family Health Counsellors begin calling again. 


A special room is provided for these nurses at 
the Health Centers, near the conventional out- 
patient examination and x-ray rooms and the 





Delivery Room, Branch County Community Health Center, 
Coldwater, Michigan 
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laboratory. Here packs are made up in advance 
from materials sterilized at the Health Center. A 
wall map indicates by pins and tags the exact loca- 
tion and expected delivery date of all registered 
prenatal cases in the county. Physicians’ stand- 
ing orders are posted, and a nurse can leave the 
Health Center at a moment’s notice, day or night, 
and be on her way to meet the doctor at the home 
of the maternity patient. 


It is not inconsistent that a rural hospital should 
provide a maternity out-service. The policy of 
these communities is to give the best hospital 
service they know how, and, consistent with 
democratic procedures, to provide that service as 
nearly as possible in accordance with the wishes 
of the patient—i.e., at home or at the hospital. In 
many cases the rural mother prefers to have her 
baby at home, often because of financial reasons. 


Should these communities ever adopt a group 
hospitalization plan by which everybody paid for 
his hospitalization week by week in advance, 
however, probably over 90 per cent of rural deliv- 
eries would be in the hospital. But until such time, 
the seven Michigan communities feel that they 
can best serve the public by offering the same 
maternity nursing service at home as in the hospi- 
tal. The same emergency medical and surgical 
equipment cannot usually, of course, be offered in 
the home as in the hospital. 


Health Horizons 


With the private rural practitioner having at 
his disposal such extraordinary services and 
facilities for his own patients, and with the com- 
munity health philosophy centered so tightly 
around him, Michigan’s seven progressive com- 
munities should have better health. And they 
have it. 


But that is not all. In the offing are prospects 
of yet more changes for the better. 
General Nursing Home Service 


Coming, for instance, may well be the exten- 
sion of home maternity nursing service into a 
general nursing home service for patients other 








Allegan Community Health. Center, Allegan, Michigan 


than maternity patients. For the rural economy 
sometimes dictates riding out a sickness at home, 
as it may in certain instances be somewhat cheaper 
than hospital service. With an out-patient nursing 
service many patients who now suffer at home be- 
cause they could not afford hospital care, could be 
cared for by the hospital nurses at home. This 
would not decrease the use of hospital beds be- 
cause these people would not have to come to the 
hospital anyway. 


And so, to the duties of the supervisor of nurses 
in these community health centers, may be added 
those of supervisor of “Community Health 
Nurses’—nurses who sally out from the four 
walls of the hospital and care for the rural sick in 
their homes. Toward this end the supervisor has 
already (in the three new hospitals at Coldwater, 
Hillsdale and Allegan) been freed of all adminis- 
trative duties, which have been assumed by a full- 
time hospital administrator. To supervise her 
Community Health Nurses she is admirably 
suited, as she is trained not only in nursing but 
also in public health, which includes home hygiene. 


Rural community health centers are here to 
stay, being more than just hospitals: they serve 
the community in an ever-growing number of 
ways, and on the health horizon is the dawn of a 
new and greater day for rural community health. 
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Organization of Clinics to Coordinate Service 


ALLAN BUTLER, M.D. 


country is made up of physicians whose major 

interest is the practice of what, for want of 
a better term, may be called hospital medicine. 
Some day this type of group or clinic practice will, 
I trust, be recognized as clinical medicine. 


T= largest type of group medicine in this 


You may remember that this group of physi- 
cians have not infrequently been referred to by 
their fellow practitioners or medical editors as 
individuals who have never practiced medicine and 
have, therefore, no right to discuss problems per- 
taining thereto. Today, these physicians do a 
large part of the teaching of medicine to medical 
students and graduate physicians. They very 
largely introduce into medicinal practice the new 
knowledge and techniques that then become the 
stock in trade of doctors in general. They very 
largely provide the standards that determine the 
quality of medical care that the general public 
receives. They give the medical care to the mil- 
lions of people in the United States who yearly 
come to the hospitals. They understand through 
first-hand experience the problems that confront 
this type of medical practice and they appreciate 
the potentialities inherent in it. Their interests 
are as closely concerned with efficient hospital ad- 
ministration and with the development of hospital 
medical practice as are the interests of the hos- 
pital administrators themselves. These doctors, 
whose numbers are rapidly increasing, are inter- 
ested in cooperating with the hospitals to develop 
the possibilities for improving health service to 
the public that lie almost uncultivated in the field 
of hospital medicine. 


Professional Organization of Out-Patient Clinics 


We will discuss a particular phase of this devel- 
opment; namely, the professional organization of 
out-patient clinics to obtain coordinated medical 
service to the patients they serve and a satisfac- 
tory personal relation between their physicians 
and patients. The phrase “personal relation be- 
tween physician and patient” has undoubtedly 
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been frequently misused by implying that its ex- 
istence is synonymous with good medicine, but its 
importance as an essential factor in good medicine 
has not been over-emphasized. Indeed, its provi- 
sion in the medical care of that portion of the 
population that comes to the out-patient depart- 
ments has, until recently, been to inadequately 
considered even by the profession that has so em- 
phasized its importance in existing private prac- 
tice or projected health programs. 


Much thought has been given to the details of 
the internal organization of out-patient depart- 
ments. In almost all clinics the appointment sys- 
tem for admitting patients has been adopted and 
doctors are booked to see no more than a reason- 
able number of patients per three-hour clinic— 
roughly, the equivalent of four new patients as- 
suming that two return patients are equivalent to 
one new one. Provision has been made for admit- 
ting the acutely-ill patient without appointment 
so that his needs are met and the clinic does not 
become a well-patient check-up and chronic dis- 
ease service. High professional qualifications of 
doctors, nurses, technicians and social service 
workers assure a high quality of work. The nurse 
personnel of the admitting staff has been put on 
a permanent basis and supplemented with physi- 
cians whose terms of office are sufficiently long to 
permit them to meet their responsibilities effec- 
tively. 


New patients are sent to the general medical 
service where they receive a general medical ex- 
amination, except such cases as the admitting 
staff believes can be treated more efficiently by 
direct reference to a special service. The per- 
sonnel of each service is organized so that doctors 
do not spend their time doing what technicians, 
nurses, and social workers can do as well or bet- 
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ter and more economically. Doctors, of course, 
do the technical work that requires qualitative in- 
terpretation, such as urine and stool examinations 
and differential blood smear counts. On the other 
hand, nurses and technicians do the _ tests 
that give purely quantitative data; namely, red 
and white blood cell counts, hemoglobin concentra- 
tions, sedimentation rates and quantitative chemi- 
cal analyses. 


Where possible an individual doctor becomes re- 
sponsible for the total care of each patient. He 
interprets and applies the information provided 
by special tests. He supervises the patients’ ref- 
erence to special services and coordinates the find- 
ings and treatment. Where it is impractical for 
an individual physician to assume this responsi- 
bility and coordinating role, the appropriate serv- 
ice in the clinic assumes it. Nurses, dietitians, 
and social service workers supplement the doctor 
in providing personal attention and in dealing 
with the particular vicissitudes of each patient’s 
life. Home calls are made by the social service 
workers. A unit record system provides to each 
physician a fairly complete and up-to-date medi- 
cal history of each patient he examines. 


And yet, in spite of such an ideally internally- 
organized out-patient department, the service it 
renders has many shortcomings. It lacks certain 
elements essential to efficiently-coordinated medi- 
cal care. This is not the fault of the out-patient 
doctors or other personnel, or the hospital man- 
agement. It is the inevitable result of the isolated 
role of out-patient departments in the total medi- 
cal care of patients. 


Available information suggests that about one 
out of three urban out-patients are referred to the 
clinics by physicians. This does not mean that 
one-third of these patients have a private or fam- 
ily physician. But it does indicate that many of 
these patients have no private doctor. To these 
patients, the out-patient clinic is their doctor. 
From the doctors of the clinic, they get their pre- 
ventive medicine and the medical, surgical, ortho- 
pedic, otolaryngological, ophthalmological, neuro- 
logical and psychiatric treatment for their ail- 
ments. Here serious conditions are recognized 
and the patient is referred to the proper, well- 
qualified specialist for hospital care. As a counter- 
part of office visits to a private doctor, the clinics 
do an excellent job, probably a better job than 
is done in the average private doctor’s office. The 
clinic doctor has at hand a nursing staff, techni- 
cians, social service workers, a staff of highly- 
trained consultants and specialists, expensive spe- 
cial equipment and administrators that keep the 
plant in working order. The fact that the doctor 
is a member of a group means that the quality of 
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the medical care he renders is subject to being 
checked by persons who are professionally quali- 
fied to do so. And last but not least, this service, 
I believe, is operated at a cost of approximately 
one dollar per visit. 


Gaps in the Out-Patient Service 


But there the average clinic’s role as substitute 
for the private doctor stops. An example may 
clarify what I mean. Let us take a diabetic pa- 
tient who is being cared for by an out-patient de- 
partment. The chances are perhaps three to one 
that this patient has no family physician. If he 
has, the chances are ten to one that his family 
physician knows very little about his diabetes. 
The daily well-being of that patient depends upon 
the balance between the daily vicissitudes of his 
life and the insulin therapy and diet prescribed 
by his out-patient doctor. Yet, how much does 
his out-patient doctor know about these former? 
And, how readily can that patient obtain as- 
sistance from his doctor? 


The doctor sees the patient in a crowded out- 
patient clinic for perhaps fifteen minutes once 
every three months. If the patient during stormy 
winter weather develops a cold with a temperature 
and nausea and vomiting, he may or may not be 
able to obtain advice over the telephone from his 
out-patient physician. If he goes to the out- 
patient department as an acute case outside of 
diabetic clinic hours, he almost certainly will not 
see his doctor. If the trip to the hospital in stormy 
weather is not advisable, he cannot hope to have 
his out-patient doctor see him at home. If his 
condition gets worse and there is the need of a 
differential diagnosis as well as telephonic advice 
about insulin and diet, probably neither his out- 
patient doctor nor any other clinic doctor will be 
able to visit him. If a doctor goes to his home, 
he almost surely will be a city or district physi- 
cian or some other physician who does not know 
the patient and is not known by the clinic. If the 
patient struggles by bus and trolley through the 
sleet and snow to the hospital, either he will be 
examined by a doctor whom he probably has never 
seen before and then sent home through the sleet 
and snow or he will be admitted to a ward in the 
hospital, where he will be seen not by his out- 
patient doctor but by interns and visiting physi- 
cians who may never have seen him before. 


Such gaps in our out-patient service are appre- 
ciated by all who work therein. They have little 
to do with the efficient organization and coordina- 
tion of the different services of the out-patient 
clinic. But in them lies lost to out-patient medi- 
cine that factor which is so important in main- 
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taining the effectiveness of private practice. They 
provide the breaks in contact that weaken the 
sense of the out-patient doctor’s responsibility for 
the total health of his out-patient. His contact 
with the patient is neither continuous nor close 
enough. He does not wake up at night and think 
about how he can do more for his average out- 
patient, as does the private doctor about his aver- 
age case. Important as the perfection of the in- 
ternal organization and coordination of our out- 
patient clinics is, efficient organization in this re- 
spect alone will not provide what we know is 
wanting. The millions of people receiving out- 
patient care from hospitals today will receive an 
effectively-coordinated health service and enjoy a 
satisfactory personal relation with their physi- 
cians only when their home medical care, their 
out-patient care, and their in-patient hospital 
care are efficiently integrated. 


Home, Out-Patient and Clinic Care Coordinated 


In the community of greater Boston, there are 
now two out-patient services that are a part of 
such an integrated health service. Each is a spe- 
cialist service. One is the Lying-In Hospital 
obstetrical service. The other is the Floating 
Hospital pediatric service. Both services include 
coordinated home, out-patient, and hospital care. 
Oddly enough, other out-patient services lack 
adequate facilities for or coordination with either 
home or in-patient hospital care. Though there 
is no very good reason why integrated health serv- 
ices for these millions of your out-patients should 
not be developed, it is easy to see why their devel- 
opment has not been rapid. It was not so long 
ago that the public associated hospitals with 
poverty, catastrophe, and death. The massive 
walls and closed doors that hid the horrors of 
infectious wards and operating chambers ob- 
scured the image of a protective personality that 
might be welcomed in one’s home. Not so long 
ago the average doctor’s practice was predom- 
inantly home calls, not office and hospital visits. 
His payment by the patient was a personal mat- 
ter. No third person was responsible that the 
service rendered was worth the cost incurred. 
Complete freedom of choice of physician for bet- 
ter or for worse was, therefore, permissible. The 
association between hospital and doctor was re- 
mote, and an antagonism and conflict of interests 
was at times imagined. 


The influence of this past history naturally is 
still felt. Some of the public still think of a hos- 
pital as something to avoid more than an individ- 
ual doctor. But a larger and larger number of 
people are appreciating the effectiveness of hos- 
pital services and speak with real affection, not 
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of a particular physician, but of a particular hos- 
pital. Some doctors and some patients still refer 
to the “free choice of a physician” as a precious 
right of patients. But a larger and larger propor- 
tion of doctors and laymen appreciate that com- 
plete “freedom of choice’ is not as good as it 
sounds and, indeed, in any group medicine is not 
only disadvantageous to physician and laymen 
alike, but also pretty close to unethical. They 
have found by experience that unlimited “free 
choice” under a group health service ignores a re- 
sponsibility that should not be overlooked. They 
clearly distinguish between the right of an in- 
dividual to call in an inadequately-qualified doctor 
or healer and pay the bill with his own money 
and the lack of right or the undesirability of a 
member of a hospital or group service to use an 
ill-qualified doctor and have the bill paid from 
monies contributed by other people. In the latter 
case, they recognize a responsibility involving the 
expenditure of other people’s monies that does 
not pertain to private practice. They demand that 
this responsibility be fulfilled and efficient opera- 
tion of their health service be assured by requir- 
ing high standards of professional qualification 
for the physicians who provide the service and, in 
so doing, determine the costs. 


Almost all doctors, today, agree with the opin- 
ion expressed in a recent report of the officers of 
the American Medical Association that, 


“hospitals are beginning to assume a dom- 
inant place in the practice of medicine and in 
the delivery of medical care to the American 
people.” 


To be sure, some doctors still take a sort of 
trade union view of this trend as expressed by 
the same report where it says: 


“In this newer role hospitals have, unfor- 
tunately, been assisted or encouraged by some 
members of the medical profession. The im- 
portance of the individual physician as the 
primary figure in medical care is obscured by 
a trend toward institutionalized medicine 
with the hospital as the central figure. The 
first step in this direction was made when 
hospitals began the operation of pay clinics 
and out-patient departments. 


“The original concept that out-patient 
services and part-pay clinics should be main- 
tained only in teaching institutions where pa- 
tients were needed for clinical material or 
only for indigent patients was soon forgotten 
and out-patient departments and clinics were 
developed with little regard for the disturb- 
ances they caused in the practice of private 
physicians.” 
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But an ever-increasing number of doctors ap- 
preciate that disturbances to private practice 
should not interfere with the development of bet- 
ter health services and heartily support the re- 


port’s declaration of the need of cooperation be-. 


tween physicians and hospitals when it concludes 
that 


“both hospitals and physicians must place 
service first and financial considerations sec- 
ond.” 


Finally, for many physicians today even finan- 
cial considerations are no cause of conflict be- 
tween their interests and those of the hospitals. 


Financial Considerations and Their Effect on 
Out-Patient Departments 


In mentioning financial considerations, let us 
not conveniently and lightly skip over the impor- 
tant role they play in the organization of out- 
patient departments. The lack of emphasis that 
has been placed on the importance of out-patient 
medicine in community health has affected the 
financial support accorded the majority of these 
clinics. Many are inadequately housed and poorly 
equipped. The professional staffs of almost all 
of them are inadequately remunerated in spite of 
the many indirect benefits obtained. Supernatural 
as doctors are in working without material reward, 





their wives and children are mere humans who re- 


quire sustenance, as do yours. It is not fitting, 
therefore, to consider the extension of out-patient 
services without considering the payment of phy- 
sicians for the services they render. 


The American Hospital Association had the in- 
itiative and foresight to promote Hospital Service 
Corporations throughout the country. At the 
meeting in Dallas two years ago an interest was 
expressed in the establishment of medical service 
on a prepayment or insurance basis for patients 
of limited income. Let us hope that some of your 
hospitals apply the insurance principle to at least 
the partial financing of an integrated home and 
hospital health service. 


In extending the services of your out-patient de- 
partments, the members of the American Hospi- 
tal Association may rest assured of the support 
of many members of. the American Medical Asso- 
ciation. Surely, the conservative and voluntary 
expansion of these services is a logical and eco- 
nomical way to meet some of the many changing 
circumstances that have resulted from advances 
in medical knowledge and alterations in our social 
and economic organization. To thoughtful people, 
the cooperative effort of hospital administrators 
and physicians thus to voluntarily improve exist- 
ing health services and standards of medical care 
must seem the part of wisdom and conservatism. 





Graduate Course in Hospital 
Administration 


The graduate course in hospital administration 
at the University of Chicago School of Business, 
sponsored by the University of Chicago and the 
American College of Hospital Administrators in 
Cooperation, has enrolled its sixth year class. 


Each year students are accepted from medical, 
nursing, and non-medical fields for a year’s work 
at the University in hospital administration and 
such other subjects as are needed to supplement 
the student’s individual backgrounds. Following 
the year in residence at the University, students 
take a year’s administrative internship in a hos- 
pital. 


This year nine students have been selected: 


James L. Dack, Terril, Iowa. B.A., University 
of Iowa 

Charlotte C. Dowler, B.S. of Nursing, Uni- 
versity of Washington (Director of Nurses, 
St. Luke’s Hospital, Spokane, Washington) 

Margaret DuBois, M.D., University of Toronto 

Harold Marks, M.D., University of Illinois 
(County Hospital, Yakima, Washington) 
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Robert M. Schnitzer, B.S., Rutgers University 
Keith O. Taylor, Ph.B., University of Chicago 
John C. Van Metre, B.A., Coe College © 

John E. Walther, LI1.B., University of Indiana 
Richard O. West, A.B., Lafayette College 


A. C. Bachmeyer, M.D., director of the Uni- 
versity of Chicago Clinics, is Director of the 
course. Gerhard Hartman, executive secretary of 
the American College of Hospital Administrators 
is Associate Director. Funds for the course are 
made available by the Commonwealth Fund, New 
York City, through the University of Chicago. 





The Clara A. Abbott Trust 


The Ravenswood Hospital Association, Chicago, 
Illinois, announces a gift of $50,000, received from. 
the Clara A. Abbott Trust, “to benefit the cause 
of medical, chemical, and surgical science.” 

* * * 

The Clara A. Abbott Trust has made a gift of 
$40,000 to the Evanston Hospital, Evanston, 
Illinois, for the construction of the Abbott Me- 
morial Building which will be completed by March 
1, 1941. This gift supplements a donation of 
$250,000 made a year ago. 
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Standards for Care of Newborn and Premature 


Infants in Hospitals 


MARIAN M. CRANE, M.D. 


pital has a different purpose from that of 

the care of the other hospital patients. For 
almost all of the patients the care is directed 
primarily toward treatment of an abnormal con- 
dition ; for the newborn infant the care is directed 
chiefly toward maintaining a normal one. For- 
tunately the majority of newborn infants are 
normal at birth and continue to thrive during the 
period immediately following birth. Nevertheless, 
the first few days are the most critical days of an 
individual’s life. It is particularly important, 
therefore, that during these critical days the in- 
fant should have the type of care and the environ- 
ment best suited to his requirements and that any 
abnormality should be recognized promptly and 
receive treatment if indicated. 


To CARE of the newborn infant in the hos- 


Requirements of the Normal Infant 


The requirements of the normal infant are def- 
inite but few: he needs a place to stay where he 
will be kept at a suitable, fairly constant tem- 
perature, preferably in an atmosphere neither too 
dry nor too humid; after the first day or two he 
needs proper food at regular intervals, with 
sufficient fluids; and he needs to be kept safe from 
injury. The last of these requirements would seem 
at first thought to be the easiest to satisfy, but in 
fact it is perhaps the most difficult, since it in- 
cludes being kept free from infection. In both the 
designing of a nursery unit and the planning for 
medical and nursing care each of these three chief 
requirements of the normal infant should be kept 
in mind, as well as provision for the recognition 
and treatment of abnormal conditions. 


Plan and Equipment of Nursery Unit 


The planning and equipment of a nursery unit, 
in relation to these requirements of the infant, 
will be considered first. 
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To avoid confusion, the term “nursery” will be 
used here as referring to the room in which the 
bassinets for normal infants are located, while 
the term “nursery unit,” or simply “the unit,” 
will be used as referring to the entire group of 
rooms used in connection with the care of the 
newborn infants. 


Regulation of Temperature and Humidity 


The desirability of a constant temperature in 
the nursery for newborn infants is well recog- 
nized but the method for keeping it constant is 
not always given sufficient consideration. Some 
types of steam heating systems permit rather 
wide fluctuations in temperature even with ther- 
mostatic control. More attention is usually paid 
to heating the nursery in winter than to cooling 
it in summer, and rightly so, but in climates where 
the summers are often very warm, a system of 
cooling the nursery adds materially to the com- 
fort and well-being of the infants. Clinical ob- 
servations suggest that too low or too high a 
degree of relative humidity in the atmosphere 
affects the infant unfavorably, particularly the 
premature infant, so that some method of control 
of humidity in the nursery is helpful in most 
climates. 


The most satisfactory systems for control of 
temperature and humidity are usually possible 
only for new hospitals, since arrangements for 
suitably located space for the air conditioning 
machines and insulation of the walls can best be 
taken care of in the planning and construction 
of the building. Less elaborate methods have been 
reported to be successful, however. Portable cool- 
ing units to reduce the temperature in summer 
and inexpensive humidifiers to increase the mois- 
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ture of the warm air in the winter can be used to 
advantage. 


Automatic control of temperature and humidity 
is of course the most satisfactory arrangement, 
but even this should be checked regularly to be 
sure that the desired results are being achieved. 
If the maintenance of the proper temperature and 
humidity in the nursery depends upon regulation 
by nurses, then a system should be devised which 
will assure due attention being given this re- 
sponsibility. A reliable thermometer and a wet- 
and-dry bulb thermometer, or a humidity guide 
regularly checked against a wet-and-dry bulb ther- 
mometer, are prerequisite. These should be placed 
where they will show the actual temperature and 
humidity in the room, not near the radiator or 
the window. One hospital has reported satisfac- 
tory maintenance of relatively constant tempera- 
ture and humidity by the use of simple equipment 
regulated by the nurses who record thermometer 
and humidity-guide readings every 2 hours day 
and night. 


Equipment for Preparation of Feedings 


The hospital should provide a suitably equipped 
room for the preparation and storage of feedings, 
with adequate sterilizing facilities, and properly 
trained personnel to prepare the feedings. It is 
not necessary for this room to be located in the 
nursery unit. The responsibility of the hospital 
with respect to the encouragement of breast feed- 
ing will be discussed later. 


Facilities for Protection from Infection 


The methods for protecting the newborn infant 
from almost all types of injury, such as smother- 
ing, burning with hot-water bottles, dropping, etc., 
are too obvious to need discussion. Unfortunate 
experiences in hospitals in various parts of the 
country in recent years have demonstrated, how- 
ever, that there is still much to be learned about 
the best methods for prevention of infection and 
that there is much known that could be applied 
more effectively. 


This discussion will be confined to the applica- 
tion of what seems to be well proved regarding 
the prevention of infection of newborn infants in 
hospital nurseries. It is recognized that infec- 
tions may be spread by contact or may be air- 
borne. With respect to air-borne infections valu- 
able experimental work is being done with sterili- 
zation of the air by ultraviolet rays, but until 
such processes have been perfected it will be 
necessary to rely on other methods, most of which 
apply to the prevention of both air-borne and 
contact infections. 
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First of these methods is the exclusion from 
the nursery of any individual,—physician, nurse, 
maid or infant,—who has or is suspected of having 
any infectious condition. A definite policy should 
be established which will prevent any attendant 
from being on duty when suffering from an infec- 
tion. Any infant who is suspected of having an 
infectious condition should be removed imme- 
diately from the room with normal infants and 
placed in a properly equipped isolation nursery. 


A second method for preventing introduction 
and spread of infection in the nursery is to mini- 
mize the contacts between the nursery and the 
outside world. This can be accomplished by lim- 
iting to a minimum the number of persons who 
have duties in each nursery and in the nursery 
unit as a whole and by a suitable arrangement of 
the unit. The unit should be so arranged that 
no nursery is used as a passageway to another 
room. A locker room with running water should 
be provided in which physicians and nurses can 
put on gowns and scrub upon entering the nursery 
unit. Each nursery and every room in which 
infants are handled should be equipped with hot 
and cold running water with pedal control of the 
faucets. The nurses’ station should be so located 
that the nurses can do their charting without 
leaving the nursery unit. An examining and 
treatment room connected with the nursery makes 
it possible for physicians to examine infants 
there and for any necessary treatments to be 
given outside the nursery, so that physicians need 
not enter the nursery at all. This arrangement 
is particularly desirable in a hospital in which 
several physicians are in attendance upon infants 
in the nursery at one time. 


Demonstration of proper bathing and care of 
her infant should be given to each mother, but 
provision should be made for such demonstrations 
to be given in a room so located that it will not 
be necessary for the mothers to enter any part of 
the nursery unit to which infants are admitted. 


Treatments requiring the presence of several 
persons, such as circumcisions or transfusions, 
should be given elsewhere than in the nursery 
ward. Ritual circumcisions should be done en- 
tirely away from the nursery unit. If ritual cir- 
cumcisions are frequent a room should be provided 
in which the infant and the mohel are separated 
by a glass partition from the members of the 
family attending. It is best, if possible, to care 
for infants in a separate nursery after ritual 
circumcision, rather than to return them to the 
nursery with other infants. 


Of great importance for the prevention of 
spread of infection is the avoidance of crowding. 
Ample air space provides for dilution of the bac- 
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teria suspended in the air. The danger of con- 
traction of air-borne infections has been shown 
to be related to the number of bacteria per cubic 
foot of air. Ample space between bassinets and 
in the passageways minimizes contacts which may 
spread infection. A distance of six inches on all 
sides between bassinets is absolutely minimal. 
Cubicles are helpful in preventing the flow of air 
directly from one infant to the next and in lessen- 
ing the opportunities for the nurse attending one 
infant to come in contact with the adjacent bas- 
sinet. 


Aseptic nursing technic is of course of prime 
importance in the prevention of the spread of 
infection, and aseptic technic is likewise impor- 
tant for the physician who examines the infants. 
Medical and nursing care will be discussed later, 
but it should be mentioned here that aseptic tech- 
nic can be greatly facilitated by appropriate equip- 
ment of the nursery. 


Provision for individual care of each infant 
' greatly minimizes the danger of cross infection. 
Preferably each infant should receive all routine 
nursing care at his own bassinet, and individual 
supplies and clothing for such care should be 
kept beside each bassinet. This plan necessitates 
spacing the bassinets more than the minimal six 
inches apart so that the nurse can care for one 
infant without coming in contact with the bas- 
sinets on either side. It is greatly facilitated if 
beside each bassinet there is an individual table 
or shelf on which the infant can be placed to be 
bathed, dressed, or changed. 


There should be no communal use of facilities, 
such as thermometers, bathing slabs, and dressing 
tables, that can be avoided. For scales and exam- 
ining tables, it is essential to use clean sheets or 
papers for each infant and to disinfect carefully 
after any contamination with excreta. 


It sometimes happens, even in nurseries where 
all the precautions just outlined are observed, that 
infections occur and spread from one infant to 
another. When this occurs, the fewer the infants 
in the nursery the better, for then fewer are 
exposed to the infection. New infants should not 
be introduced into a nursery with infants who 
have been exposed to such an infection, even 
though none are known to be ill at the moment. 
If the hospital has only one nursery, either a new 
one should be established elsewhere or the ma- 
ternity department should be closed until all in- 
fants who have been exposed to the infection have 
been discharged and the nursery that they occu- 
pied has been thoroughly cleaned. This means 
annoyance, expense, and inconvenience to the hos- 
pital, to the physicians, and to the patients who 
are denied admission, and it is avoidable if, instead 
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of one nursery, the unit contains two or more 
nurseries. 


A minimum requirement for every nursery unit 
should be provision for the temporary closing of 
a nursery in which a communicable infection has 
developed and for suitable care elsewhere of in- 
fants born in the hospital during this period. For 
the hospital with a very small maternity service 
this may mean simply that there is a room held 
in reserve which can be suitably equipped as a 
nursery if it is necessary to close the regular 
one, but hospitals with larger services should have 
two or more fully equipped nurseries. 


It is difficult to make definite recommendations 
as to how many infants should be cared for in a 
single nursery. It is obviously impracticable to 
provide a separate room and a private nurse for 
each infant. Since one nurse should not care for 
infants in more than one nursery, efficient use of 
the nurse’s time demands that the number of 
infants in a single room should be as many as 
one nurse can care for properly. If there are 
more infants than this in the nursery, with addi- 
tional nurses to care for them, the possibility of 
cross infection is increased with little if any com- 
pensatory increase in the efficiency of nursing 
care. The ideal nursery unit therefore would 
probably contain several small nurseries, each of 
which would accommodate the number of infants 
that could be cared for with only one nurse on 
duty there at a time. On the basis of the recom- 
mendations of the National League of Nursing 
Education, a nursery in which there is at all times 
one graduate nurse on duty should accommodate 
about 10 infants. 


Such an ideal nursery unit will perhaps be out 
of the question for many hospitals, but once the 
ideal is defined, it gives a basis for the planning 
of new nursery units and for consideration of 
how nearly that ideal may be attained in previ- 
ously established units. 


No definite recommendations as to the size of 
the nursery can be made that will suit all hos- 
pitals, but the following general principle can be 
stated: the number of infants in an individual 
nursery should be as few as is compatible with 
efficient use of the nurses’ time. 


The hospital which must use existing facilities 
which do not provide such small nurseries should 
consider how nearly it is possible to approach the 
ideal set-up. In a large nursery it may be pos- 
sible by means of screens or appropriate spacing 
to divide the infants into groups which are given 
separate nursing care, so that the danger of con- 
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tact infections being carried from one group to 
another is minimized practically as well as if the 
infants were in separate rooms. 


Isolation Room 


It has been said that any infant having or sus- 
pected of having an infectious condition should 
be removed at once from the nursery. This should 
apply also to infants known to have been exposed 
to an infection through the mother. In order to 
care properly for infants removed from the regu- 
lar nursery because of infection an isolation nurs- 
ery should be provided. This should be entirely 
separate from the regular nursery and should 
have separate equipment and nursing personnel. 
Provision for individual care is especially impor- 
tant here, including cubicles or at least screens 
for separating the infants. 


Special Provisions for Premature Infants 


The same principles which underlie the care of 
the full-term infant apply to the care of the 
premature infant, but because the premature in- 
fant needs more continuous attention and a differ- 
ent and more constant temperature and humidity 
and is more susceptible to infection, special pro- 
vision should be made for his care. Since good 
nursing care is essential, a separate room for the 
care of premature infants is desirable only when 
it is possible to have at all times a graduate nurse 
assigned to the care of premature infants exclu- 
sively. For the hospital that rarely has more 
than two or three premature infants on the ser- 
vice at one time it is probably preferable to install 
incubators in a screened-off section of the general 
nursery. 


A special room for the care of premature in- 
fants, separated from the regular nursery and with 
separate nursing personnel, is needed for a service 
which usually has to care for a larger number of 
these small patients. What has been said previous- 
ly with respect to control of temperature and 
humidity and prevention of infection is particu- 
larly important in the nursery for premature in- 
fants. Even though the temperature of the room 
is maintained at a level considered optimal for 
most of the infants, there should be some beds 
that can be heated individually for infants requir- 
ing extra warmth. Facilities for administration 
of oxygen should be available at all times. 


The Ideal Nursery Unit 


To summarize briefly the description of the 
nursery unit which provides for the best possible 
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care of newborn infants, such a unit should con- 
tain: 


Several small nurseries equipped to facilitate 
aseptic care of the infants 


An isolation nursery 


A nursery for care of premature infants (or, 
on small services, provision for their care 
in the general nursery) 


A scrub room for doctors and nurses 


An examining and treatment room 
A nurses’ station 


A milk laboratory (not necessarily connected 
with nursery unit) 


In addition there should be provision elsewhere 
for ritual cireumcisions and for demonstrations to 
mothers. 


Medical and Nursing Care 


The most ideal arrangement and equipment of 
a nursery unit, however, will not be sufficient to 
protect the health of newborn infants unless they 
also have good medical and nursing care. This is 
not the place for discussion of nursing technic or 
pediatric care of the newborn, but a few aspects 
of these services should be emphasized. 


There is general agreement that good nursing 
care is of primary importance for the newborn 
infant and particularly for the premature infant. 
Good nursing care depends both upon having a 
sufficient number of nurses and upon having ade- 
quately trained nurses. If the number of nurses 
is so few that the nurses are constantly hurried, 
breaks in aseptic technic are more difficult to 
avoid and the danger of infection is increased. 
Important aspects of good care may be neglected, 
such as raising the head and holding the bottle 
when giving an infant water or feedings from the 
bottle, frequent changes of diapers, and giving 
the infant an opportunity to belch after feeding. 
The number of nurses on night duty should be as 
adequate for these details of good care as the 
number on duty during the day. The National 
League of Nursing Education recommends 2.3 
hours of nursing care daily for each newborn in- 
fant. This would mean one nurse on duty at all 
times for approximately every 10 infants or, with 
8-hour shifts, the total number of nurses for the 
24 hours would be one for every 3.5 infants. 


Nurses caring for newborn infants should have 
training and experience in this field so that they 
may know what comprises good care and may be 
skilled in giving it, and so that they are able to 
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recognize abnormalities and deal with emergencies 
promptly. There should be supervisors for the 
nursery on duty both day and night who are thor- 
oughly familiar with all aspects of the care of 
newborn infants. Where student nurses give part 
of the nursing care they should be closely super- 
vised at all times by graduate nurses. 


Aseptic technic should be enforced in all aspects 
of nursing care. Such a technic should include a 
method whereby infants are carried to their 
mothers individually ; individual care in the nurs- 
ery may be useless if the infants come into contact 
with one another when taken out to nurse. 


The medical care of the newborn infants should 
be directed by experienced physicians, preferably 
pediatricians, and responsibility should not be 
left at any time to inexperienced interns. Routine 
medical care should include thorough inspection 
of the infant immediately after birth, thorough 
examination within 24 hours, and at least one 
additional examination before discharge. For pre- 
mature and feeble infants medical attention. by a 
physician experienced in the care of infants should 
be available immediately after birth, and such 
attention should be available at all times for in- 
fants showing evidence of abnormality. 


A definite plan of medical and nursing care 
should be drawn up and adopted by the physicians 
responsible for the care of newborn infants in the 
hospital. Such a plan may not be effectively 
carried out, however, unless the responsibility for 
its enforcement is definitely assigned. All physi- 
cians who attend the newborn infants in the hos- 
pital should be familiar with and agree to the 
standards adopted, and one physician should be 
responsible for seeing that these standards are 
actually enforced. 


The newborn infant should have a separate hos- 
pital record, not merely a page in the mother’s 
chart. A record form should be used on which 
findings at examination, daily weight, tempera- 
ture, feedings, number and character of stools, 
treatments, and other pertinent data can be noted 
conveniently. Since the nurses are present in the 
nursery at all times certain things will come to 
the nurse’s attention which the physician may not 
see. A special nurses’ record form should be used 
on which the nurse can record not only the routine 
care she gives but any abnormal symptoms that 
she notes, such as vomiting, cyanosis, jaundice, 
bleeding, etc. 


One aspect of medical and nursing care of the 
newborn infant to which special attention should 
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be given is the encouragement of breast feeding. 
Every member of the hospital personnel who 
comes in contact with the mother should be con- 
vinced of the importance of breast feeding and 
should feel a responsibility for conveying that 
conviction to the mother. The plans adopted for 
the feeding of the infant should be those which 
will best stimulate the infant to nurse at the 
breast, and the care of the mother should be 
such as to promote the secretion of breast milk. 
Mothers should be encouraged in every way pos- 
sible to nurse their babies unless breast feeding 
is definitely contraindicated. 


For weak or premature infants who cannot 
nurse at the breast, breast milk should be avail- 
able either from their own mothers or from some 
other source. Every hospital nursery-unit should 
have a breast-milk pool or some other system by 
which breast milk can be supplied to these infants. 


For certain infants, prompt transfusion may be 
a life-saving measure, so it is important that pro- 
vision should be made for this to be available. 
Equipment for transfusion of infants should be 
in readiness at all times and a source of blood, 
either from a blood bank or donor, should be 
promptly available. Staff experienced in blood 
matching and in the procedure of transfusion for 
infants should always be at hand. 


Summary 


In this discussion an attempt has been made 
to emphasize some of the fundamental principles 
upon which good care of newborn infants in hos- 
pitals depends rather than to outline a specific 
plan. If these principles are kept in mind each 
hospital can develop the plan best suited to its 
needs. None of these principles should be 
neglected, however, in providing for the care of 
the newborn full-term and premature infant. 


More and more mothers are going to hospitals 
for confinement. Whereas in 1935, 37 per cent of 
the live births in the United States occurred in 
hospitals, in 1938, just 3 years later, 48 per cent 
of the infants born alive were born in hospitals. 
Physicians encourage mothers to go to hospitals 
because the hospital provides better facilities for 
delivery and for dealing with emergencies than 
does the home. The hospital should consider it 
equally important to provide facilities for the care 
of the newborn infant which will minimize the 
hazards of the first, most critical days of life for 
these new citizens of our democracy. 
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Walter €. List, M. D. 


A conspicuous career in the field of hospital ad- 
ministration was ended in the death of Dr. Walter 
E. List, the superintendent of. The Jewish Hos- 
pital, Cincinnati, Ohio, at the age of fifty-four 
years. 


After his graduation from the College of Medi- 
cine of the University of Cincinnati, Dr. List be- 
came assistant physician at Longview State Hos- 
pital, Cincinnati, where he remained until 1914, 
when he became the assistant superintendent of 
the Cincinnati General Hospital. Six years later, 
in 1920, he accepted the superintendency of the 
Minneapolis General Hospital. After ten years of 
service, he was called to the superintendency of 
The Jewish Hospital in Cincinnati. 


Dr. List chose the field of hospital administra- 
tion as a career. For more than thirty years he 
devoted all of his interest and effort to the service 
to which he had dedicated his life. No finer char- 
acter has graced the hospital field than his. No 
one has been more loyal to the work he had 
chosen. His interest in his colleagues in the field 
was one of devotion; his counsel and advice never 
failed them. 


The American Hospital Association is under 
lasting obligation to Dr. List. Always active in the 
Association, he worked unceasingly for its de- 
velopment and growth. He served as member and 
chairman of many of its committees. He was one 
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of its Trustees. He was a member of the Editorial 
Council of HOSPITALS since it was established 
five years ago, and he was a frequent contributor 
to hospital literature. He was a Fellow of the 
American College of Hospital Administrators. He 
was a fine example of a progressive hospital ad- 
ministrator. 


Quiet in his manner, cooperative with the peo- 
ple with whom he was associated, considerate of 
his subordinates, steadfast in his convictions, 
loyal in his friendships, true to every good prin- 
ciple, Dr. List in his life and in his work ex- 
emplified all the virtues of a gifted physician and 
a successful hospital administrator. 





Hospital Grouping 


Small hospitals as well as those of medium size 
encounter many difficulties of administration that 
can be satisfactorily solved through a grouping of 
their interests with large hospitals in geographic 
areas. 


The service problems concerned with the profes- 
sional care of the patient, such as an even distri- 
bution of interns, graduate nurses, and other tech- 
nical personnel are within the easy range of sat- 
isfactory solution when the small hospitals join 
their interests with large hospitals. 


Laboratory service under competent profes- 
sional direction and with adequate equipment 
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often beyond the financial resources of the small 
hospital becomes conveniently accessible through 
community grouping. 


The care of the indigent patient, with fair re- 
imbursement, can be assured and its distribution 
more evenly accomplished through such a prac- 
tical grouping of hospitals. 


The purchase of supplies, the maintenance of 
an even flow at satisfactory price levels, and many 
other administrative and managerial activities 
that sometimes become difficult, may and prob- 
ably would be better arranged through com- 
munity grouping. 


There is an evident trend toward hospital group- 
ing for these and other laudable purposes. Given 
a hospital or a number of hospitals located in a 
city centrally located, the small hospitals located in 


the contiguous geographical area within a radius - 


of 50 or 75 miles could affiliate through a com- 
munity grouping with the larger and better 
equipped hospitals. The services, laboratory as 
well as other professional services which the 
centrally located large hospitals have, could be 
made available to the small hospitals and at a 
reasonable cost, without the burdening capital in- 
vestment for equipment or the mounting costs of 
service operation, often beyond the financial re- 
sources of the smaller institutions. 


In one large and very important area in this 
country, the hospitals located in the central city 
have grouped the hospitals through such affilia- 
tion in an area extending 50 miles to the east, 
20 miles to the north, 75 miles to the west, and 
45 miles to the south. 


The objectives of such grouping are primarily 
for the improvement of the professional and hos- 
pital care of the patient, the maintenance of ade- 
quate laboratory and clinical services for all the 
hospitals in the group, for economical purchase 
and distribution of supplies, and for the adoption 
of sound policies of management of the grouped 
hospitals, in the best interests of the patients and 
the communities. 


Such community grouping is of and for the hos- 
pitals alone. It is entirely the concern of the 
grouped hospitals, and is ordered and directed by 
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the hospitals, within the geographical limits 
agreed upon. 


This community grouping of hospitals offers 
equal advantages to the large as well as the small 
institutions. It is a sound procedure, and will 
make available the best of service to the patient 
at less cost to the small hospital than is possible 
under existing conditions. 


But more important will be the accomplishment 
of the grouped hospitals in providing well-rounded, 
evenly distributed services to civilian as well as 
military casualties in the event of our country’s 
participation in war. 





Interns and Residents 


Hospitals are naturally concerned over the prob- 
able effect of the conscription act as it relates to 
their interns and residents. The first draftees 
have reported to the training camps. The num- 
ber is comparatively small, but will be increased 
as the preparations for training progress, and the 
exigencies of the service may make necessary. 


Hospitals can proceed with the reasonable 
assurance that they will not be seriously incon- 
venienced by the call of their interns and residents 
to the colors. Every effort is being made, and 
this effort will be continued by the naval and 
military authorities, to permit each intern and 
resident to complete his service with the hospitals. 


Equal effort will be made to maintain the even 
flow of graduates from our medical schools. In 
fact, arrangements will be made to increase the 
number of medical graduates, either by increased 
enrollment in our medical colleges or the shorten- 
ing of time in medical schools, through the elimi- 
nation of school vacations or other suitable pro- 
cedure to meet the demand for medical officers in 
military and civilian activities as our armed forces 
and the work of armaments are increased. 


The hospitals in any event other than that of 
an extreme emergency will not be seriously handi- 
capped for intern and resident service. 
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A Simple Luxury Expenditure vs. 
Cost of Hospital Care 


A certain. small boy, when asked “what he need- 
ed” for Christmas, replied indignantly that he 
would probably get what he needed anyway, but 
for Christmas he wanted something that he did 
not need. 


The same reasoning is used by many people 
when confronted with a hospital bill. Those whose 
duty it is to keep their communities supplied with 
adequate hospital care find one of their largest 
problems in the blind assumption by the public 
that illness is a misfortune of the individual which 
is the function of the community to assume. 


Figures for the year 1939 recently announced 
for New York State show that $175,000,000 
was spent for cigarettes, or roughly an aver- 
age of over $13 a year per inhabitant of the 
State. Reports on hospital care are not available 
for 1939 but for the year 1938—351 hospitals 
in New York State gave 21,000,000 days of care 
to 1,362,000 persons at a total cost of only 
$97,363,864. 


This means that the average per capita expen- 
diture for the necessary care of the sick and 
injured in the hospitals of New York State was 
only half as much as the voluntary expenditure 
of its citizens for the luxury of cigarettes. Even 
where 50 per cent of the cost of the latter item 
represents a tax to the government while the cost 
of hospital care is only the out-of-pocket expense 
without allowance for taxes or capital expendi- 
tures, nobody is heard to complain about the cost 
of his luxury, but how they do howl at what it 
costs to be sick! 


Perhaps it is our own fault that we have not 
educated the public to understand the advantages 
of good health, or even life itself, compared to 
the solace of a smoke. The Wilbur Committee 
on the Cost of Medical Care came to the conclu- 
sion that 1,200,000 lives were saved annually in 
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the United States by good hospital care. At an 
estimated value of $6000 per life, according to 
insurance authorities, our institutions are con- 
tributing about seven billion dollars a year to 
What other industry is returning to 
society twice its capitalized value each year, in 
addition to its full cost of operation? 


society. 


The millennium will have arrived when the 
public is as ready to save up and pay for hospital 
care as they now are ready to spend money for 


cigarettes. 
FP. 8. 3. 





For These Great Blessings 


With a world awry as 1940 comes to its end, 
our hospitals are devoutly thankful for the great 
blessings which have been vouchsafed for them— 


For the peace which our country enjoys, and 
for the blessings of the opportunities which 
come to our hospitals to serve our people. 


For the improvement in the care which our 
hospitals give our patients in increasing num- 
bers. 


For the opportunity to serve those who are in 
need, to save the lives and alleviate the suffer- 
ing of more than a million mothers and babies 
who are cared for in our hospitals each year. 


For the moral and material support which 
our people with unfailing generosity give 
their hospitals. 


For all the kindness and all the encourage- 
ment which have been shown to those in our 
hospitals’ service during the past year. 


And for every blessing that comes to our in- 
stitutions, which live and work and prosper, 
for the welfare of humanity, and in the name 
of Charity, among a peace-loving, generous, 
and kindly people. 






Special Meeting of Approved Hospital 


Service Plans 


Chicago, November 9-10, 1940 


sixty-six hospital service plans approved by 

the Commission on Hospital Service of the 
American Hospital Association, met with the Com- 
mission on Hospital Service in Chicago on Novem- 
ber 9 and 10 to consider the formation of a na- 
tional association of hospital service plans to be 
interlocked with the American Hospital Associa- 
tion in an effort to further the development of 
hospital service plans and related activities. This 
meeting was the outgrowth of a number of con- 
ferences between the representatives of approved 
plans and the Trustees of the American Hospital 
Association. 


J sixty-sc hooital of forty-nine of the 


The Commission on Hospital Service has been 
responsible for approval and general guidance of 
the hospital service plans. It is financed by a 
gift from the Julius Rosenwald Fund to the 
American Hospital Association, which will sup- 
port the work until October, 1941. The Council 
on Hospital Service Plans serves as an advisory 
body to the Commission and reports to the Trus- 
tees through the Coordinating Committee on de- 
velopments in the field. A program of research 
and information service has been financed by con- 
tributions of the approved plans with a budget 
of approximately $20,000 for the year 1940. The 
Commission and the Council serve jointly as the 
Administrative Board for activities financed by 
the contributing plans, which as a group are 
designated as the Conference of Hospital Service 
Plans. 


Original Committee on Conference Organization 


At the time of the Toronto Convention, Septem- 
ber, 1939, the executives of twenty-two of the 
approved plans appointed from their number a 
“Committee on Organization” to consider a perma- 
nent plan of organization by which the research 
and information activities supported by contribu- 
tions from the hospital service plans might be 
guided and controlled directly by representatives 
of hospital service plans, but coordinated with the 
general interests of the American Hospital Asso- 
ciation. At the Mid-Winter Conference of plans 
in Pittsburgh, January, 1940, this “Committee 
on Organization” recommended the continuance 
for one year of the arrangement by which the 
Commission and Council on Hospital Service Plans 
act as the Administrative Board for the contribut- 
ing plans. The Committee was entirely indepen- 
dent of the Commission on Hospital Service and 
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was requested to submit specific recommendations 
for an organization to the representatives of plans 
at Boston at the time of the American Hospital 
Association Convention. The Committee pub- 
lished its report during the summer of 1940. It 
envisioned an organization of hospital service 
plans with geographical representation through 
nine governors, one of whom would be appointed 
by the American Hospital Association. 


Trustee Action at Boston 


The Board of Trustees of the American Hos- 
pital Association invited executives of the hos- 
pital service plans to confer with them on Sep- 
tember 16, 1940. After several conferences, the 
Board of Trustees of the American Hospital Asso- 
ciation on September 18, 1940, took action which 
was reported in the November issue of HOS- 
PITALS as follows: 


“RESOLVED: that the Board of Trustees of 
the American Hospital Association authorize 
the Commission, on Hospital Service to enter 
into negotiations with authorized representa- 
tives of plan boards with a view to the for- 
mation of a national organization of plan 
boards interlocked with the American Hos- 
pital Association, the function of which or- 
ganization shall be the further development 
of hospital service plans and related activi- 
ties. 


“TT WAS VOTED: that the above resolution 
be adopted. 


“Dr. MacLean was delegated to advise the 
plans of the action of the Board, and the Com- 
mission was authorized to send out a call for 
a meeting of the plans in the near future. The 
Commission was also requested to present a 
progress report at the October 21 meeting of 
the Board.” 


The Commission on. Hospital Service met with 
the members of the Committee on Organization 
appointed by the plan executives on September 
18, 1940, and it was decided that the call for such 
a meeting should be issued by the Commission 
on Hospital Service not later than October 15, 
1940, in order that a report of progress might 
be made to the Board of Trustees at the regular 
meeting on October 21. After a meeting of the 
Commission on October 7, the Chairman. issued 
letters inviting plan representatives to the meet- 
ing in Chicago on November 9 and 10. The 
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progress report, including a tentative draft of 
suggestions for a national organization of non- 
profit hospital service plans prepared by the Com- 
mission on Hospital Service, was presented to the 
Board of Trustees on October 21, 1940, and it 
was explained that such a draft was made only 
to serve as a basis for discussion at the meeting 
on November 9 and 10. Minutes of this meeting 
of the Board state: 


“It was pointed out that the American Hos- 
pital Association could not be committed to 
any action on the proposed plan of organiza- 
tion without the approval of the House of 
Delegates,” 


and 


“It was agreed that up to this point the 
Commission on Hospital Service had acted 
according to their instruction, according to 
law, and according to the By-laws of the 
Association.” 


Certain changes in the form of organization 
were suggested, after which it was formally voted 
by the Board of Trustees, 


“that the progress report of the Commission 
on Hospital Service be accepted and approved 
with commendation.” 


At a meeting of the Administrative Board 
(Commission on Hospital Service and Council 
on Hospital Service Plans) the evening of Octo- 
ber 21, further suggestions were incorporated 
in the tentative draft. In the absence of any 
assurance that autonomy of control of program 
and funds was possible within the constitutional 
structure of the American Hospital Association, 
an organization was prepared which would inter- 
lock with the American Hospital Association 
through a board of fifteen. governors, six of whom 
would be elected by hospital service plans, six 
appointed by the American Hospital Association 
and three elected by these twelve from the gen- 
eral public. 


Recommendations at Chicago Meetings 


After extended discussions at the meetings of 
service plan representatives in Chicago on Novem- 
ber 9, it was voted that the proposals of the 
Commission on Hospital Service be returned, with 
the recommendation that new suggestions be 
presented which would accomplish the same ob- 
jectives and activities, and which would embody 
representation of the plans in an organization 
within the American Hospital Association. <A 
Special committee of the hospital service plan 
representatives was appointed by Dr. MacLean, 
chairman of the meeting, to draft recommenda- 
tions for submission to the group on the follow- 
ing day. 
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The recommendations of the special committee 
were accepted by the Conference at the Sunday 
morning session at which John R. Mannix, chair- 
man of the special committee, read the following 
statement which was also endorsed by formal 
motion and vote. 


“The special committee of hospital service 
plan representatives has submitted recom- 
mendations with the full realization that 
they are similar in many essentials to the 
previously submitted proposals of the Com- 
mittee on Conference Organization, and the 
outline prepared by the Commission on Hos- 
pital Service as representatives of the Trus- 
tees of the American Hospital Association. 
The committee acknowledges the generous 
agreement of the original committee and the 
Commission on Hospital Service to permit 
the use of their material in our report which 
contributed to the form of organization ap- 
proved by this Conference today.” 


The main. provisions of the recommendations 
are summarized in the following paragraphs. 


Objectives and Membership 


The objectives of the plan of organization 
will be “to extend the application of the 
principle of group payment for meeting the 
cost of hospitalized illness, particularly 
among the low-income groups, to improve the 
administrative efficiency of nonprofit hos- 
pital service plans, and to coordinate the in- 
terests of all groups who may influence the 
scope, development, and administration of 
hospital service plans.” 


The suggested plan of organization provides 
that the Trustees of the American Hospital Asso- 
ciation will continue to establish standards for 
hospital service plans and administer the approval 
program, and that only approved plans will be 
eligible for membership in the American Hospital 
Association. Consistent with the general policies 
established by the Trustees, an elected Commis- 
sion will have full authority to deal with special 
problems affecting approved hospital service 
plans. 


The Committee recommended that provision be 
made for suitable amendments to the By-laws to 
provide 


“for the creation. of a new type of active 
institutional membership, to be classified as 
Type IV Active Institutional Members in the 
American Hospital Association which shall 
include only Approved Hospital Service 
Plans. Such membership shall entitle the 
members to the same rights and privileges 
as other active institutional members, and 
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in addition shall entitle the members to vote , 
in the election. of a Hospital Service Plan 
Commission.” 


Type IV Active Institutional Members, under 
the proposed plan, would pay dues to the Ameri- 
can. Hospital Association at the rate of $10 per 
year, and in addition make contributions into 
a special fund to be administered by the Hospital 
Service Plan Commission. ~ 


“Executives and trustees of plans shall be 
eligible for active personal membership in 
the American Hospital Association with the 
rights and privileges provided in the By-laws 
of the Association. Recommendation shall 
be made to the Trustees of the American Hos- 
pital Association that provision be made for 
representation of hospital service plans in the 
House of Delegates of the American .Hospital 
Association, such representation to be on 
election by the hospital service plans.” 


Proposed Hospital Service Plan Commission 


The Hospital Service Plan Commission would 
be composed of eight elected Commissioners, one 
from each of eight geographical regions, each 
Commissioner would serve for a three-year term, 
would not be eligible to succeed himself, and 
could be a representative of any active institu- 
tional member, or any active personal member of 
the Association. The Hospital Service Plan Com- 
mission would be elected by the Type IV Active 
Institutional Members, and the number of votes 
assigned to each such member would be based 
upon the number of subscriber contracts on which 
contributions were being made. The duties of 
the Commission would be 


“to select administrative personnel, to re- 
ceive, manage, and disburse funds received 
from contributions by Type IV Active Insti- 
tutional Members and from other sources, 
and to formulate policies consistent with 
standards established by the American Hos- 
pital Association.” 


The Chairman of the Hospital Service Plan 
Commission would be a member of the Coordi- 
nating Committee of the American Hospital Asso- 
ciation, and as soon as the new recommendations 
become effective, the present Council on Hospital 
Service Plans would be discontinued. The present 
Commission on Hospital Service has already asked 
that it be dissolved when its funds are exhausted 
in the Autumn of 1941. 


Activities of the Commission 


The recommended activities of the Commis- 
sion. would be as follows: 
“(a) Approval Program: a responsibility 
of the Trustees of the American Hospital 
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Association to whom the Commission would 
make appropriate recommendations; (b) Re- 
search and Statistics: special studies of ex- 
perience and collection and distribution of 
comparable financial and service data; (c) 
Consultation and Information Service: con- 
tact with existing and contemplated plans 
concerning administrative policies and pro- 
cedures, and distribution among plans of the 
significant literature and information; (d) 
Public Education: the interpretation of the 
national scope and significance of the Hos- 
pital Service Plan Movement by publicity 
methods suitable to the various groups in the 
public; (e) Coordination and Reciprocity 
Among Plans: methods for developing na- 
tional enrollment among large enterprises 
and authoritative contacts with governmental 
or other national agencies such as profes- 
sional and industrial groups; (f) The Com- 
mission shall plan.a program for a session or 
sessions on hospital service plan problems 
for the annual meeting of the American Hos- 
pital Association.” 


The recommendations of the special commit- 
tee, including any necessary amendments, when 
formally approved by the plans, will be submitted 
to the Board of Trustees of the American, Hos- 
pital Association through the Commission on Hos- 
pital Service. Final authoritative action by the 
American Hospital Association is the responsi- 
bility of the House of Delegates and the Assem- 
bly. The Commission on Hospital Service and 
the Council on Hospital Service Plans will pro- 
ceed with the activities they have carried forward 
during the past several years, with reapproval of 
hospital service plans next year, and a Mid-Winter 
Conference of Hospital Service Plan Executives 
now scheduled for February 27 and 28, and March 
1, 1941, at New Orleans. 


The statement is published in response to a 
request made in the following resolution which 
was adopted unanimously at the close of the meet- 
ing in. Chicago November 10, 1940: 


“In view of the conflicting statements made 
by correspondence to hospital service plans 
and hospitals regarding the purposes of the 
meeting of hospital service plans in Chicago 
on November 9 and 10, it is the sense of the 
meeting that the Board of Trustees and the 
Commission on. Hospital Service of the 
American Hospital Association should clarify 
this matter in an official statement through 
the medium of the official journal of HOS- 
PITALS, or by separate communications to 
all institutional members of the American 
Hospital Association, and to approved hos- 
pital service plans.” 
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Specifications and Government Purchasing 


H. N. HOOPER 


large motor car companies giving an order 

which calls for so many million yards of 
mohair upholstering material to be of “blank” 
brand “or equal,” or even requesting delivery of 
upholstering material of which the density, 
strength, nap and exact shade of color are to be 
selected after the submission of samples? I can- 
not. Yet every year thousands of our institu- 
tions buy equivalent yardage of important tex- 
tiles, upon which our budgets and the comfort 
and safety of our patients depend, with no more 
definite guarantees of quality and competition in 
price than the indefinite specification of “equality” 
with a nationally known brand name. Even gov- 
ernment purchasing agents must depend from 
time to time, upon brand names or the equivalent 
but how little they need do so is evidenced by the 
fact that the National Directory of Specifications, 
which merely lists the sources of standard specifi- 
cations, is a large volume containing a great 
variety of items. 


Cis you imagine the officials of any of our 


Specifications Are Essential to Economical 
Purchasing 


Exact specifications have long been known in 
industry to be as essentially a part of manufac- 
turing and distributing as the delivery of the raw 
material itself. With the concentration of indus- 
try, the improvement in transportation facilities 
and the introduction of sales methods and adver- 
tising, industry has been forced by the pressure 
of competition to state exactly what it requires 
when buying materials. Governments whose 
boards of directors are the slower moving tax- 
payers, in place of the more rapidly reacting con- 
sumers, have learned that specifications are essen- 
tial. Specifications have come to government pur- 
chasing departments as a part of centralized pur- 
chasing. As early as 1795, George Washington 
instituted, through Congress, the office of Pur- 
veyor of Public Supplies. While this office did not 
last after 1812, it managed to demonstrate a 
number of the advantages of centralized purchas- 
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ing. Later, however, centralized purchasing re- 
curred in another form. This was the period 
when in some of our governmental agencies, more 
particularly the cities, centralized purchasing was 
practiced by the political bosses seated in the 
back rooms of a saloon or in their red and gold 
drawing rooms. They based their specifications 
upon products which could be manufactured by 
concerns which they could buy out sufficiently in 
advance to insure that they themselves would 


gain the profits. Usually, however, this form of 


centralized purchasing became a form of cen- 
tralized selling, and various departments or gov- 
ernment agencies were even encouraged to do 
their own buying, but told where to buy. 


Today, however, almost all government build- 
ings are made of glass, and taxpayers, distributors, 
manufacturers and reporters demand frank in- 
formation from public officials upon their adminis- 
tration of public funds and their adherence to the 
law. 


Advantages of Centralized Competitive 
Purchasing 


At the same time that legislation has enforced 
more honesty, the demand for efficient manage- 
ment has resulted in economies in many direc- 
tions. The examples of savings in purchasing, not 
only through competitive prices but also through 
the elimination of unsatisfactory materials, re- 
duction of duplication and over-buying and over- 
stocking, and through close budgetary control, 
standardization and simplification, can be found 
in almost every agency where honest and com- 
petitive centralized purchasing is practiced. The 
majority of states now have statutory require- 
ments covering purchasing which run from the 
simple requirement that purchases or contracts 
over a certain amount of money must be publicly 
advertised tor bids, to the more complicated 
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laws which establish the organization and the 
agencies for review of the purchasing function. 
Briefly, this legislation contains the same funda- 
mentals. It provides for open competitive bid- 
ding, it requires review by higher or independent 
bodies, and it calls for accounting or budgetary 
control of purchasing. 


Purchasing Assurance 


Industrial and governmental purchasing agen- 
cies have not been content with adherence to legis- 
lation. The techniques which they have developed 
resulted in economies made possible through man- 
agement rather than by merely going through 
the motions of following statutes. These econo- 
mies, made possible by techniques which have 
been jointly developed by purchasing agents, 
manufacturers, distributors and using agencies, 
with the cooperation of such organizations as the 
American Hospital Association, have been proven 
time and again. 


We are all familiar with such techniques as the 
estimate of requirements, budgetary review, con- 
tract buying (both for definite quantities and as 
used in the “running order” or “more or less” con- 
tract), with advertisement for bids, public bid- 
ding and the performance guarantee. We are 
more or less familiar with requisitions for ma- 
terial based upon precise and definite specifications 
but which call for the name of a brand or its equal 
in determining quality. Many of us have ques- 
tioned and even fretted when subjected to these 
techniques. We have raised a number of ques- 
tions and criticisms, or we have attempted to 
answer them to our own department heads. Our 
anesthetists have probably asked, “How can I 
have confidence that B company’s nitrous oxide 
will be as satisfactory as A company’s, or their 
deliveries and service as prompt and satisfactory? 
We have dealt with A company for years.” The 
answer, of course, lies in assurances which the 
purchasing technique can demand as to the ability 
of the supplier to meet specified deliveries and 
uphold the quality of his product. Inspection, 
sampling, testing and the performance guarantee, 
or surety, may provide these assurances. 


The pharmacy may state that it cannot 
submit to the delays imposed upon it by the 
purchasing department. Almost all pharmacies, 
however, are able to anticipate demands suffi- 
ciently to be over-stocked at times, and as for 
special medications or non-stock items, there is 
always the “open order” or “running account,” to 
say nothing of the emergency purchase requisi- 
tion. To interpolate, many purchasing depart- 
ments permit the using agency to make emergency 
purchases direct. In the case of the city pur- 
chasing department available to my institution, 
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we find it far simpler to telephone our purchasing 
department of our need—of course we are ex- 
pected to know definitely the quality of the 
product we need, in advance—than to shop over 
the telephone ourselves. And how simple a pro- 
cedure this is to reduce the temptation of the 
organization or ourselves to abuse the emergency 
purchase privilege. 


The housekeeper comes next with a request for 
new rugs for the lounge and lobby of the nurses 
home. She knows what she wants, knows that it 
will wear, knows where to find it, and has obtained 
favorable prices, so why the rigamarole of specifi- 
cations, competitive bidding and advertising. We 
are reminded of our recent experience with a 
printed form. During the course of four years, 
orders to duplicate samples from previous orders 
were issued. They resulted in sloppy printing 
with indifferent ink, upon stock incompletely per- 
forated, which tested four pounds lighter than the 
original sample. 


If the using department cannot state in definite 
terms and specifications what it requires, then it 
probably does not know what it wants. The nurs- 
ing department raises the question, “But if we 
must allow everyone to bid for pillows, how can 
we avoid obtaining cheap imitations of the product 
of reputable concerns?” Again the answer lies in 
requiring the supplier or manufacturer to submit 
evidence of his ability to produce and deliver 
products according to specifications, and in using 
carefully formulated specifications. If we can rec- 
ognize a higher quality pillow, we should be able 
to tell its differences from the cheaper product. 


Standard Specifications, Testing and Certifying 


On the other hand, certain questions may well 
be asked by management of the using depart- 
ments. “What definite data can you submit that 
you are not using budget funds needlessly for 
non-standard products when the standard items 
could serve your needs equally well at a saving?” 


A hospital superintendent recently told me that 
repeated inquiry had failed to disclose why his 
institution was using a special and higher priced 
24x20 mesh gauze in the same number of folds as 
could be used to complete the same dressing with 
20x16 mesh. The only answer, in the face of 
approved standard practices, lay in the ignorance 
of tradition. “Does the using department know 
who is qualified to supply a particular material?” 
“When the purchasing agent has valiantly refused 
products of inferior quality by means of such 
samples and tests as he is able to conduct, how 
does he know that the product actually meets the 
requirements as to quality selected?” Without 
specifications and testing or certification he seldom 
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knows this, unless failure to meet the desired 
quality reaches the attention of the using depart- 
ment head; and it may not. Again, “Without 
specifications how can the using department say 
that B product is not the equal of A product?” 


These questions have all been faced over a long 
period of time by industry, manufacturers, dis- 
tributors and, more recently, by governmental 
agencies. They all have found that definite an- 
swers can be formulated. All have realized that 
materials and completed products can be described 
accurately, need not all be specially produced as 
to size, weight and other properties and can be 
standardized and simplified as to sizes, types, 
grades, weights, strengths, and general character- 
istics. Practically in self defense standard, specifi- 
cations, recommendations for _ simplification, 
standard tests and certification lists of those will- 
ing to manufacture according to specifications, 
have been initiated and adopted by these groups. 


The purchasing agencies of the Federal Gov- 
ernment, such as the procurement divisions of the 
Army and Navy, with the help of the Federal 
Specifications Board, the National Bureau of 
Standards, the Bureau’s Division of Simplification, 
the American Society of Mechanical Engineers, 
the National Association of Purchasing Agents, 
and American Society for Testing Materials, and 
a number of other organizations have all devoted 
countless hours in cooperation with manufac- 
turers, distributors and using departments to the 
formulation of standard, simplified specifications. 
Federal specifications alone now run into the thou- 
sands. Those of the National Bureau of Stand- 
ards cover a large range of items. Virtually no 
high pressure boilers or other vessels upon which 
insurance must be carried, are installed without 
individual testing for adherence to the rigid 
specifications of the A.S.M.E. We are familiar 
with the standards of the U.S.P. for drugs and 
chemicals, and we know of the standard require- 
ments of the National Board of Fire Underwriters. 
A considerable portion of the credit for the formu- 
lation and adoption of all these specifications be- 
longs to the committees of the American Hospital 
Association, who have given of their time so un- 
failingly in this very considerable task. The re- 
sults may be found by means of the National 
Directory of Standard Specifications, which lists 
the sources where the various standard and ap- 
proved specifications may be found. It contains 
several thousand items and it is not expensive. 


Open Market Purchasing 


Not all items lend themselves to centralized pur- 
chasing or to standard specifications. Perishable 
food stuffs are usually best bought in the open 
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market, but the checking of prices against pub- 
lished market quotations should never be ne- 
glected. While the United States Department of 
Agriculture has published specifications for green 
goods as well as milk products, meats, and canned 
goods, these are more frequently used as guides 
and are probably of greater value in grading and 
sorting. Technical equipment often does not lend 
itself to standard specifications, but let us not be 
fooled by claims that technical differences, which 
may be minor, make certain items non-competitive. 


In spite of the fact that technical improvements 
and variations provide the basis for competition 
between x-ray equipment manufacturers, the City 
of New York succeeded in 1938 in writing stand- 
ard specifications ceataining certain equivalents, 
compromises, and performance requirements, 
which were acceptable to all, including the manu- 
facturers. If this can be done with x-ray equip- 
ment, certainly it can be done with sterilizers. 


As exceptions from national standard specifica- 
tions, certain items are better adapted to purchas- 
ing upon local standard specifications. Of these 
the chief example is probably coal. 


On the other hand, the major portion of our 
commodity budgets go into housekeeping supplies, 
nursing supplies, drug sundries, mechanical and 
maintenance supplies, office supplies, and the 
staple medical and surgical instruments and ap- 
paratus. Try a standard specification for paint 
some time and compare its results and prices with 
paint bought under a brand name. Buy a few 
items of office supplies, and particularly printing, 
under standard specifications and after proper in- 
spection compare the results with past orders 
from your old reliable supplier. 


Simple and Practical Standard Specifications 


Copies of virtually all the standard specifica- 
tions are obtainable at nominal cost and, in spite 
of their fine print, they are simple and practical. 
Skeleton specifications will cover approximately 
six items. Quality, for example, what kind of 
yarn, “first line” or “tow”; size, indicating the 
width of the bolt; construction, calling for a cer- 
tain number of threads to the inch in the warp 
and woof; tensile strength (but here, in certain 
items such as textiles, we must remember that 
atmospheric conditions cause variations) ; weight, 
the number of ounces to the square yard; and 
finally, delivery, the number of yards to the bolt. 
Governmental specifications, in addition, usually 
call for certain methods of packaging and mark- 
ing. All standard specifications, however, should 
and do contain a definite statement of the method 
of inspection, the number of samples to be tested 
and the technique for testing. If labeling is a 
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requirement, then the specifications state that the 
label, such as that of the Fire Underwriters 
Laboratories, is to be affixed. I have before me 
the Federal specifications for surgeons rubber 
gloves. They are a little over three pages long 
and describe fully the grade, material and work- 
manship, general requirements, detailed require- 
ments, method of sampling, inspection and tests 
and the tolerances permitted, for A and B grade 
gloves. Specifications for mattresses for hos- 
pitals of the American Standards Association pub- 
lished by the Department of Commerce, covers 
both innerspring and curled hair mattresses in 
only twelve pages. There are four and one-half 
pages additional which list those who have ac- 
cepted these specifications and the firms which 
are willing to certify that their products meet 
them. The Federal specification for syringes is 
but seven and one-half pages and covers all types. 
No tests are called for which could not be per- 
formed in the hospital’s own laboratory. 


Value of Testing 


The problem of testing is probably the most 
difficult one for the individual hospital. Inspec- 
tion and testing is an essential part of standard 
specifications, without which there is no assur- 
ance that the specifications are actually being 
complied with, or that a product fails to meet 
them. Testing is routine for almost all govern- 
mental purchasing agents. However, the same 
testing facilities which they use are frequently 
open to individual private institutions. A _ trial 
will reveal that the matter of testing is far simpler 
than it appears when first suggested. Locally, 
there are city laboratories, university laboratories 
and various commercial laboratories available at 
no charge or a small charge, which are usually 
well equipped to make the necessary tests. The 
Bureau of Standards in Washington makes hun- 
dreds of thousands of tests annually, chiefly, of 
course, for Federal, state and local governments, 
but they also perform this service for private con- 
cerns and institutions. If they are too crowded to 
perform a test for an institution, they will refer 
it to one of the commercial laboratories. There is 
also available the National Directory of Testing 
Laboratories which would reveal to most of us 
the existence of laboratories of which we are not 
aware, in our own localities. Then, of course, we 
can rely in a number of cases upon the lists of 
these willing to certify and upon labeling by in- 
dependent agencies. 


Recommendations 
Our suggestions and recommendations are: 
First, formalize your purchasing, buying 
definite amounts to cover requirements for 
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definite periods, at definite and advantageous 
times. 


Second, do not fear that the use of certain 
techniques in purchasing which have been 
developed by governments because of legal 
requirements and the search for economies, 
involve needless or cumbersome red tape. 
They need not. 


Third, issue definite invitations for com- 
petitive bids upon definite specifications, the 
bids to be opened in the presence of the bid- 
ders at a stated time and place. 


Fourth, try using a few standard specifica- 
tions. Many purchasing departments have 
been surprised at not only the economies and 
competition which they have brought, but 
also at the reduction of duplication, the elimi- 
nation of specialized items and sizes, and the 
improvement in quality which they have pro- 
duced. 


And what will this mean to the individual in- 
stitution, be it governmental or private? If prac- 
tically and honestly applied with common sense, 
there will result competitive prices and price sav- 
ings, more frequent allowances for quantity pur- 
chases, and improved delivery service, the elim- 
ination of disputes with suppliers, and assurances 
of definite and higher standards of quality. 
Finally, these will follow freedom from that semi- 
guilty feeling, when a purchase order has been 
awarded, that perhaps we preferred a particular 
product not because the other product was un- 
equal to it, or that the other supply house was 
unable to make satisfactory delivery, but because 
we preferred the salesman. Standard specifications 
and competitive bidding do not lead to cheap prod- 
ucts. They lead to guaranteed quality, lower prices 
through real competition, and the award of the 
business upon the merit of the product and the 
supplier. You will be surprised at the uniform 
quality of most of the commodities which your 
governmental institutions are using with the tax- 
payers money. 
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New Institutional Members of American Hospital Association 


Alabama 
Russellville Hospital................ Russellville 
Arkansas 
Ozark Sanatorium... .Hot Springs National Park 
California 
St. Joseph’s Home and Hospital........ Stockton 
Colorado 
Bt. Somme Tompliel. ... ccc ccc ke eee Denver 
Illinois 
American Association of Nurse Anesthetists. . 
puna dean bale ee bees Me Chicago 
at. Anthony's Hospital............... Rockford 
Indiana 
Decatur County Memorial Hospital. ..Greensburg 
Kentucky 
Russellville Hospital ............... Russellville 
Maine 
Augusta General Hospital............. Augusta 
Mayo Memorial Hospital......... Dover-Foxcroft . 
Wesel Mowpital .... 2. 2... ccc ccesscs Brewer 
Michigan 
Northern Michigan Children’s Clinic. .Marquette 
Shaw General Hospital.............. Manistique 
Minnesota 
a ae ee ee Anoka 
Minnesota State Sanatorium..... Ah-gwah-ching 
St. Mary’s Hospital.............. Detroit Lakes 
Missouri 
TOT iia ecb AGB keene Mexico 
New Hampshire 
St. Joseph’s Hospital................... Nashua 
New York 
The Child’s Hospital.................0.. Albany 
Evangelical Deaconess Hospital........ Brooklyn 
Uy I sie vecterdnekcedeuvaas Lyons 
New York State Reconstruction Home....... 
Rn ee ee West Haverstraw 
baguaigeenaene Amityville 
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North Carolina 


Brown Community Hospital......... Williamston 
Ohio 

Magruder Memorial Hospital, H. B..Port Clinton 

Ohio State League of Nursing Education..... 
POE ee Te ee Columbus 

Pennsylvania 
St. Joseph’s Hospital.............. Philadelphia 
South Carolina 
Charles Es’Dorn Hospital........... Walterboro 
Tennessee 

Campbell’s Eye, Ear, Nose and Throat Hos- 
WS 06. va cnween bakes eee Johnson City 

Eastern State Hospital............... Knoxville 

Sa Te 6.0555 & eens wee nds Rogersville 

Texas 

Dinan TN nos ckcecca cen stan Marlin 

Commel-Gren CHIE . 5 nc cee cccseccsaces Dallas 

Hardy-Hancock Hospital ................ Jasper 

pe ee Almeda 

Newark Conference Maternity Hospital. .E] Paso 

Pasadena Hospital and Clinic.......... Pasadena 

Washington 

Memorial Hospital............... Sedro Woolley 

Salvation Army Women’s Home and Hospital. . 
+06 ab ee aed eee ete nae eee Spokane 


West Virginia 
Charles Town General Hospital. ...Charles Town 


Denmar Sanatorium .................. Denmar 

Monongalia General Hospital....... Morgantown 

Prieto TIGG 6 kik ks oie kta assicn Princeton 
Wisconsin 

Associated Hospital Service, Inc....... Milwaukee 

Ladd Memorial Hospital............... Osceola 

ee rer Milwaukee 
Wyoming 

Wyoming State Hospital............. Evanston 

China 


University Hospital......... Chengtu, Szechwan 
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Price Trends of Hospital Commodities 


McGill Cawanailty Service, Inc., Auburndale, Massachusetts 
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laws are not subject to change. The long 

siege of economic experimentation during 
the past seven years has proven this point con- 
clusively. Therefore, it is unadulterated foolish- 
ness to progress on the premise that a broad ele- 
vation in employment, purchasing power, the cost 
of living, and the cost of production can material- 
ize in 1941 without forcefully affecting the com- 
modity price structure. As a matter of fact, the 
foundation is being completed which strongly indi- 
cates an ultimate return of inflationary trends. 
For example, consider for a moment the national 
debt which only a relatively short time ago was 
around 20 billion dollars. The limit set at 45 
billion has been exceeded, and now it is necessary 
to increase the boundary line to around 66 billion 
dollars. Federal expenditures over the next few 
years will exceed national income by a record- 
breaking margin, which means that the new 
deadline may be reached far earlier than generally 
expected. 


Or thing is certain, namely, that economic 


Spending for national defense has continuously 
increased until now the monthly figure exceeds the 
200-million-dollar mark. Before the end of 1941 
expenditures for defense alone will reach between 
700 and 800 million dollars monthly. We cannot 
possibly pour this avalanche of money into circu- 
lation without paving the way for substantially 
higher commodity prices. Think of the situation 
this way: When the ocean tide comes in extend- 
ing from Labrador to Florida, there is absolutely 
no way of establishing a dividing line whereby 
the tide in the northern states moves steadily in, 
while at the same time it is held back in the 
southern section. The point we are endeavoring 
to make is that not only will unprecedented gov- 
ernment expenditures in the course of time force- 
fully affect commodity prices, but equally im- 
portant, higher comodity prices are essential in 
order to bolster national income to levels that will 
be more in alignment with the record-breaking 
rate of spending. 


Hence, while a great deal of emphasis is being 
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placed on the National Defense Advisory Com- 
mission and its power to control prices, yet it is 
apparent from the above that there are outstand- 
ing disadvantages in price fixing. We still adhere 
to the position that not until commodity prices 
climb through the peaks established in 1937 and 
reach ground comparable with the 1926 average 
will any general attempt be made to inaugurate 
the price-fixing program. However, the Adminis- 
tration will not permit prices to repeat the wild 
gyrations chronicled during the war a quarter of 
a century ago. Hence, from a long-range stand- 
point, price fixing in the endeavor to hold the cost 
of living within bounds is a definite prospect. 


First of all, it is important to note just where 
commodity prices stand today. A check-up re- 
veals that the level in mid-November was one per 
cent below year-earlier figures, 17 per cent under 
the peak of 1937, and 27 per cent below the aver- 
age for the year 1926. This comparison clearly 
indicates that prices are low and well deflated, 
reflecting in part the great abundance of all types 
of commodities which have been available to 
industry up to this time. This being the case, it 
appears a bit premature to be harping on infla- 
tion and price fixing, although it must be recog- 
nized that a basic change is in the making. The 
basis which supports a great industrial boom is 
quite apparent. The need for unlimited produc- 
tion is without precedent. Trends portraying em- 
ployment, purchasing power, earnings, depart- 
ment store sales, cost of production, etc., are in- 
escapably upward. Transportation facilities are 
bound to be taxed. Already the President has 
issued an official declaration inaugurating a pri- 
ority system. Under such conditions there is 
obviously little room for price weakness while 
there is plenty of room for price strength. 

All Commodities 

The underlying trend of commodity prices has 
shown a definite disposition to increase in recent 
weeks. A check-up shows that important com- 
modity groups utilized in hospitals such as dairy 
products, canned fruits and vegetables, groceries, 
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and cotton goods have moved upward during the 
past month. It must be recognized that commod- 
ity prices represent an important cog in the eco- 
nomic machine. Full speed ahead simply means 
that commodity prices will move upward in align- 
ment with the greatest era of industrial activity 
ever known. It, therefore, stands to reason that 
in the majority of cases sizable inventories of 
low-priced commodities represent a sound invest- 
ment. 


Drugs and Chemicals 


The Composite Index decreased during the past 
month under the leadership of lower prices for 
quicksilver. All other items such as narcotics, 
iodine, bromides, etc., held steady. In regard to 
quicksilver, it is of interest to note that produc- 
tion is about twice as high as was the case a year 
earlier, and has reached levels that establish this 
country on a self-sustaining basis.. Exports under 
the licensing program have fallen off, and produc- 
tion has exceeded consumption. 


Paper Products 


This industry, which has recently operated un- 
der the handicap due to an unbalanced statistical 
position created by war conditions, is now on the 
threshold of a definite improvement. Producing 
costs are holding steady, demand has improved 
in a fairly rapid manner, and excess stocks are 
now being worked off. Total demand for all types 
of paper, foreign and domestic, should experience 
little difficulty in reaching new peaks by early 
1941. While no immediate price changes are 
in prospect, the long-swing aspect is decidedly 
bullish. 


Cotton Goods 


Prices again advanced quite sharply during the 
past month, and the magnitude of the price in- 
crease since last summer goes far toward coun- 
teracting, temporarily at least, stronger influences. 
Total domestic consumption this season will prob- 
ably reach an all-time peak of more than 8,000,000 








the 2,000,000-bale mark. This means that with a 
crop of 12,847,000 bales, there will be quite a 
surplus. However, relatively large quantities will 
be placed under the loan, which will tend to 
strengthen the supply-to-demand ratio before the 
1941 crop. As regards cotton goods, producing 
capacity should prove adequate, and as stated at 
the outset, current price levels tend to discount 
to an appreciable degree the improved economic 
outlook. 


Fuels 


No important price change was noted in the 
price level of the various types of fuel during the 
past month. The bituminous coal market is now 
under the jurisdiction of the Coal Commission, 
and supported by fixed minimum prices. Anthra- 
cite quotations are near a seasonal peak. As 
regards fuel oil, stocks of residual oil at the be- 
ginning of the month were around the 108,000,000- 
barrel mark as compared with 114,000,000 barrels 
a year earlier. However, supplies of gas oil and 
distillates were up to 48,893,000 barrels, which 
represents a sizable increase over the 39,778,000 
barrels chronicled for the same period last year. 
Increases in tanker rates as well as an upswing 
in demand have been responsible for some im- 
provement in the price structure in the New Eng- 
land area. Seasonal forces now hold the spotlight, 
and it is advisable to maintain a protective policy. 


Groceries 


The Index increased in a sharp manner during 
the past month, and a check-up reveals higher 
prices for cocoa, coffee, cottonseed oil, flour, lard, 
and rice. Considerable speculative activity devel- 
oped immediately after the presidential election, 
but the movement was short-lived. Higher prices 
for agricultural products must be expected as 1941 
progresses, but it is a mistake to proceed on the 
premise that any radical gyrations will materialize 
during the near term. In the final analysis, stocks 
of all types of foodstuffs are abundant, and the 
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mand will hold price changes during the balance 
of the year within narrow limits. 


Meats 


The price level is now fractionally lower than 
a month ago as moderate weakness in beef and 
lambs more than offset the limited price increase 
in pork. On January 1, 1941, there will be around 
70,800,000 head of cattle on the farms as compared 
with a peak of 74,300,000 in 1934 and a low of 
66,100,000 in 1938. From a long-range standpoint 
prices, reflecting expanding production, will be 
under considerable pressure, but for many months 
to come greater consumer purchasing power will 
prove the primary factor in holding prices on a 
firm basis. In regard to hogs, the unfavorable 
ratio of feeding costs resulted in an 8 per cent 
reduction in production in 1940 as compared with 
1939. This means smaller supplies of hogs during 
the 1940-41 hog-marketing year which started 
October 1. However, there is no assurance that 
the prospective decrease will offset the loss of 
export trade. At the moment a seasonal increase 
in marketings indicates that the market will be 
somewhat under pressure between now and the 
turn of the year. 


Dairy Products 


This group registered the most extensive ad- 
vance of all, and this is not exactly surprising in 
view of the pronounced seasonal characteristics 
that predominate in butter, cheese, and eggs. 
Cold storage holdings are declining despite an un- 
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usually high rate of production. Remember that 
consumer purchasing power is the largest in years, 
and hence, there is a background that supports an 
even higher price average for the late fall and 
winter period. The cheese market has also worked 
into a stronger position as production is now de- 
clining seasonally and producing costs are some- 
what higher than a year ago. The egg market 
represents an interesting study because unfavor- 
able feeding ratios reduced flocks during the 
spring and summer period. Hence, fresh egg pro- 
duction during the winter period will be under 
year-earlier figures. Meanwhile, rapidly expand- 
ing consumer demand encouraged by broadening 
employment and purchasing power will tend to 
readily support a higher price structure. 


Miscellaneous 


Fresh vegetables are now hovering around the 
seasonal low point, and purchases for storage pur- 
poses extending well into 1941 are basically sound. 
The underlying trend of canned vegetables has 
started to move upward and will unquestionably 
reach higher ground by the mid-winter period. 
This trend is likewise true in the case of canned 
fruits. No shortage is indicated, but at the same 
time the statistical status will be strengthened 
through a continuation of heavy shipments to 
foreign markets. 


In summary, do not forget that, fundamentally, 
war makes waste, impairs the purchasing power 
and credit of every nation, and ultimately is bound 
to introduce inflationary characteristics. 
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Tri-State Hospital Assembly Outlines Its Program for the 
Twelfth Annual Meeting 


The Tri-State Hospital Assembly, composed of 
the hospital associations of Illinois, Indiana, Mich- 
igan and Wisconsin, presents an outline of its pro- 
gram for the Twelfth Annual Meeting to be held 
at the Stevens Hotel in Chicago, May 7-9, 1941. 
There will be fifty participating organizations and 
sections. 


Opening on. Wednesday, May 7, the first meet- 
ing of the General Assembly will be called to order 
at 10:00 a.m. The general theme will be “Trends 
Affecting Hospital Administration and Service.” 


Wednesday afternoon twenty-six different 
groups will hold conferences. The business ses- 
sions of the participating organizations will be 
called at 4:30 p.m. From 7:30 to 10 p.m. there 
will be a departmental panel round table con- 
ference for all groups and sections of the Tri-State 
Hospital Assembly. 


The theme for the Thursday morning session 


76 


will be “Business Methods in the Hospital,” at 
which discussions from the standpoint of increas- 
ing the funds of the hospital, from the standpoint 
of credits and collections, and from the standpoint 
of saving the hospital money, will be held at the 
session of the General Assembly. 


On Thursday afternoon twenty-seven group 
conferences will be held. At 4:30 p.m. the par- 
ticipating organizations will hold business ses- 
sions. 

The Annual Banquet will be held on Thursday 
evening. 

On Friday morning the themes of the General 
Assembly will be “Health Service for Hospital 
Personnel,” and “The Tuberculosis Patient in the 
General Hospital.” 


On Friday afternoon twenty-seven participat- 
ing groups will hold conferences. The afternoon 
sessions will close with a quiz session. 
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Roles of Professional and Administrative Staffs 


in Control of Postoperative Infections 


FRANK L. MELENEY, M.D. 


most part, to living microorganisms which 

enter the physiological interior of the body 
either at the time of operation or shortly after- 
ward during the period of altered physiological 
processes. 


Prost part, to infections are due, for the 


Ordinarily we think of postoperative infections 
as inflammatory processes in the operative wound 
but under this category must also be placed those 
infections of the respiratory, alimentary, and 
genitourinary tracts, and subcutaneous tissues 
which may beset a patient after an operative pro- 
cedure. They are important because they prolong 
his hospitalization, increase its cost, delay his 
convalescence, frequently nullify the success of 
the operation and occasionally cause his death. 


Where Responsibility for Postoperative 
Infections Rests 


The responsibility for postoperative infections 
rests largely upon the professional staff. The doc- 
tors and nurses play an equal role in the estab- 
lishment and maintenance of the rules and regula- 
tions as well as the traditions of operating room 
technique but success would not be possible with- 
out the full cooperation and support of the super- 
intendent’s office and the conscientious service of 
the maids and orderlies both in the operating 
room and on the wards. 


I would not have you think that the title of this 
discussion connotes to my mind that the respec- 
tive roles of the professional and administrative 
staffs in this important feature of hospital ser- 
vice are distinct and separate, for I believe that 
there should be the finest kind of cooperation and 
the most thorough understanding between the 
two groups. When the responsibility for success 
or failure rests upon a single individual he usually 
tries his utmost to succeed but when the responsi- 
bility rests upon many individuals each one is 
inclined to let the others make greater efforts 
than he and if failure comes each one may not 
be so willing to accept his share of the blame. 


Let us think over for a little while a list of the 
various postoperative infections and consider how 
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they come about, how they may be minimized or 
prevented and how every member of the staff can 
take his full share of the responsibility for their 
occurrence. They are wound infections, tonsillitis, 
bronchitis, pneumonia, parotitis, gastro-enteritis, 
cystitis, vaginitis, urethritis, endometritis, peri- 
tonitis, septicemia. 


Wound Infections 


First let us consider operative wound infections. 
It was not so long ago that in every hospital every 
operative wound became infected and surgery was 
limited to emergency procedures. Childbirth was 
often followed by a very high maternal mortality. 
Patients looked upon an operation as a forerunner 
of death and surgeons dreaded the almost con- 
stant threat of hospital gangrene, erysipelas and 
pyemia, the causes of which they did not know. 
This tradition even now persists among the laity 
who are often heard to say that hospitals are 
places where people go to die, or they may say, 
“T wouldn’t be operated on in that hospital.” 


Now we know the causes of infections and the 
sources from which the organisms come. It is 
merely a matter of closing the doors to these 
sources of contamination by the constant vigilance 
of every one concerned and progressively minimiz- 
ing the number of organisms entering the wound 
from each and every one of these sources. It takes 
constant vigilance and the development of a sterile 
sense which is almost subconsciously aware of a 
break in technique on the part of the individual 
himself and all those about him. It demands the 
careful training of new members of the ever 
changing personnel in the operating room. It re- 
quires fearlessness on the part of the least im- 
portant member of the team to call to account the 
most important member of the team, if he makes 
a break in sterile technique. It calls for an ex- 
pression of appreciation rather than irritability 
from anyone whose attention is called to his own 
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shortcoming. It demands the careful keeping of 
records of wound healing and the frequent re- 
porting of results so that there may be a friendly 
rivalry among the members of the staff. Then 
the operators will become bacteriologically minded 
and will try to improve their score from year to 
year. 


I believe that it is safe to say that where care- 
ful records of wound healing are not kept and 
where weekly reports are not made at staff con- 
ferences, the incidence of wound infections in any 
hospital, either large or small, will run from 15 to 
20 per cent in clean cases. But when the duty is 
assigned by the administrator of the surgical ser- 
vice to some conscientious member of the staff, 
and the wounds are scrutinized for evidence of 
infection and the reports are made and explana- 
tions sought, the whole tone of the sterile tech- 
nique takes on a higher pitch, the doors which 
have been open for the entrance of contaminating 
organisms are gradually closed more tightly, 
operative technique improves, and the incidence 
of wound infections steadily falls. That has been 
the experience in many places. 


The same experience will come to any of the 
hospitals if there be any such represented here, 
which have not yet gone to the trouble of keeping 
wound healing and infection records. Records in 
our own hospital since 1925 (Presbyterian Hos- 
pital, New York City) show how the incidence of 
wound infection has been steadily lowered by a 
continuous study of the problem and the gradual 
closing of the doors to all sources of bacterial 
contamination. These figures are shown in the 
accompanying table. 


Everything that is done to close the doors to 
bacterial contamination in the details of sterile 
technique costs money and the administration of 
any hospital wants to know if these costs are 
justified. Let us take them up one by one—first 
the autoclave. In some hospitals there are auto- 
claves which have no system for the evacuation 
of air. A pressure gauge is depended upon for the 
determination of adequate temperatures. There 
is no device for recording the duration of the 
sterilizing process or for time-locking the door 
automatically until the sterilization is complete. 
With such autoclaves air pockets prevent penetra- 
tion of superheated steam and unconscientious 
technicians may shorten the process and not be 
apprehended. Frequently from such autoclaves 
unsterile goods are taken to the operating room. 
It costs more money to install an autoclave which 
has all of the necessary devices to insure complete 
sterilization but this is one thing on which the 
administration cannot economize. We must know 
that materials coming from autoclaves are abso- 
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lutely sterile. Also frequent periodic bacteriologi- 
cal tests must be made with resistant spore- 
forming organisms to check the proper and 
continuous efficiency of the mechanism. 


It costs more to have water sterilizers with the 
necessary means for sterilizing the water level 
gauges and which have protection for the spigots. 
It costs more to have instrument sterilizers with 
vapor eliminators and trap systems which prevent 
the reflux of sewage water. 


Operating Room Technique Employed to 
Minimize Bacterial Contamination 


With regard to the operating room itself meth- 
ods must be employed to minimize bacterial con- 
tamination from the air. The ventilating system 
must include filtration devices. Balconies have to 
be built to keep visitors away from the operating 
room floor. Gowns and masks must be supplied 
for the visitors even in the balconies and glass 
partitions must be used to minimize the contami- 
nation of the upper air levels of the room itself 
from the unsterile balconies. Canopies must be 
provided for sterile tables. In recent years ultra- 
violet radiation has been advocated to materially 
cut down air contamination. This is a large item 
of expense but if time proves its worth it will have 
to be generally adopted. 


The noses and mouths of the members of the 
operating team and the unsterile occupants of the 
operating room must be adequately masked. This 
does not require much added expense for the 
hospital but does require the fullest cooperation 
on the part of the professional staff. The ideal 
mask has not yet been found—that is, one which 
will absolutely prevent the escape of bacteria from 
the nose and mouth while permitting the in- 
dividual to breath with some means of comfort. 
However, in the majority of hospitals one sees 
surgeons who are even unwilling to subject them- 
selves to the slight inconvenience that is repre- 
sented by wearing a fine meshed gauze mask 


Wound Healing—Clean Cases 1925-1939 
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incorporated into a helmet covering the head and 
neck. 


They do not realize that this is the most com- 
mon source of contamination of the sterile field 
with organisms. Coming from a human environ- 
ment in which they have been multiplying these 
bacteria are almost immediately transferred to a 
similar environment in which they can go right 
on growing with no necessity for adaptation. The 
administration of the hospital or the director of 
every surgical service should take the responsi- 
bility of being certain that this simple and rela- 
tively inexpensive minimizer of bacterial con- 
tamination is absolutely maintained. 


The skin of the patient is a frequent source of 
contamination of the wound with organisms which 
are able to survive in the deep sebaceous and 
sweat ducts. Efforts are made to remove these 
bacteria as thoroughly as possible by means of 
fat and grease solvents such as alcohol and ether 
followed by the application of antiseptic sub- 
stances. Nothing has yet been found which will 
invariably reach and destroy these organisms but 
many costly preparations have been advocated 
and employed which are not one whit better than 
the time honored tincture of iodine. It is recog- 
nized, however, that even iodine adds but a small 
margin of safety over the cleanliness obtained by 
rubbing with soap and water followed by the fat 
solvents. 


An adequate scrub up of hands and arms de- 
pends upon the conscientious efforts of the pro- 
fessional staff. In this field also the administra- 
tive staff may well question the use of expensive 
antiseptics which are sometimes used after the 
more important work has been done by a scrub- 
bing brush with soap and water. 


With regard to sterile suture material, the ad- 
ministration must be willing to pay the price 
charged by those manufacturers who are able to 
safeguard every step of the process and can be 
depended upon to furnish a sterile product. 


What the Hospital Administration Must Do 


It is obvious that with all of these sources of 
contamination playing a role in every operation 
it is going to be difficult in any given case to 
determine the source of an organism which in 
fact does manage to enter the wound, gain a foot- 
hold and produce an infection. It is likewise diffi- 
cult to place the responsibility upon any one mem- 
ber of the professional staff. It requires the 


utmost vigilance and cooperation of every mem- 
ber of the operating room group, including the 
maids and orderlies which are the representatives 
of the administrative staff. The hospital director 


December, 1940 


must be willing to undergo any expense which 
the professional staff feels justified in asking for 
until bacterial contamination has been brought 
down to the irreducible minimum. 


The administration must likewise provide for 
a fully equipped bacteriological department which 
can constantly check up on the multitudinous fac- 
tors of sterile technique and which, if a wound 
infection does occur, can promptly determine the 
nature of the infecting organism and trace it 
back to its source. This effort should always be 
made and frequently it will be successful. The 
search will at least keep the professional staff 
interested in the problem of wound infection and 
constantly encourage the surgical group in the 
effort to lower the incidence of wound infection. 


Those postoperative infections which are due to 
the entrance of microorganisms into the body dur- 
ing the period of altered physiological processes 
must likewise be minimized by the combined 
efforts of the professional and administrative 
staffs. 


For example, postoperative infections of the 
respiratory tract may be cut down if experienced 
anesthetists are employed who have available and 
know how to use the proper apparatus and proper 
methods for the administration of the anesthetic, 
which will minimize the irritation of the bronchial 
tree, the formation of mucus, and the introduction 
of mouth organisms. This responsibility rests 
largely upon the professional staff. But the ad- 
ministration must provide adequate nursing per- 
sonnel to properly care for the patients in the 
immediate postoperative period when the danger 
of developing pulmonary complications is greatest. 


With regard to the’infections of the alimentary 
tract the responsibility is more on the adminis- 
trative staff which controls the proper handling 
and serving of the food. 


Cystitis resulting from catheterization is again 
a professional responsibility as are those infec- 
tions resulting from unsterile hypodermic, intra- 
venous or subcutaneous injections. Time must 
be given to thoroughly sterilize the needles and 
syringes for these treatments and for the proper 
cleaning and treatment of the skin. One must not 
depend upon the quick washing of a syringe with 
alcohol as is done in some institutions. 


From this brief review of postoperative infec- 
tions I hope that I have made it clear that while 
the professional and administrative staffs each 
have their respective roles to play in the control 
of postoperative infections, complete cooperation 
is necessary to attain the goal, which is to reach 
the irreducible minimum in the number of these 
infections in. the most economical way. 








Anesthetic Explosion Hazards—Remedial Measures 


RALPH M. TOVELL, M.D. 


sion is a large one and involves discussion of 

many factors. The fact that hydrocarbon 
anesthetics form explosive mixtures with oxygen 
has been known for many years. Since the intro- 
duction of ethylene and cyclopropane, there has 
been an increasing awareness of this hazard. 
Fortunately, explosions are so rare that statistics 
fail to show whether one gas or another is rela- 
tively more dangerous. It would be folly to 
assume that ether does not involve the same 
hazards. Pinson’ stated that at least a hundred 
ether explosions probably occur every year in 
England. The Committee on Anesthesia <Acci- 
dents of the American Medical Association in 
1930 gathered reports of nineteen explosions un- 
der ether of which five produced serious injury 
including two fatalities. The question of relative 
hazard is beside the point in this discussion. The 
prime objective is to make certain that every 
person involved in the administration of anes- 
thetics fully appreciates the risks. 


Te problem of hazards of anesthetic explo- 


In previous years, information has been ob- 
tained by means of questionnaires sent out by a 
number of individuals. The information that was 
gathered was exceedingly valuable. In 1924, an 
attempt was made unsuccessfully to obtain funds 
which would have made possible a systematic ex- 
perimental attack on the problem. In an editorial 
appearing in The Journal of the American Medi- 
cal Association in 1929, the question was asked, 
“Ts it not high time a study in the prevention of 
all types of explosions be made?” Many years 
have elapsed but now a thorough going and a well 
coordinated experimental program has been ar- 
ranged and the work is under way. 


There are several approaches to the problem. 
The most obvious one is to prevent the ignition of 
gases. The second is to devise ways and means 
of preparing and maintaining anesthetic mixtures 
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in ranges that are non-explosive. The third is 
to produce quenching devices designed to extin- 
guish any explosions originating in gas machines 
and thus protect patients against injury. A fourth 
is to discover new anesthetic agents that are com- 
pletely non-explosive. This line of attack seems 
to offer least at the present time and it will be 
considered outside the realm of this discussion. 
The fifth avenue of research is in the discovery 
and use of anesthetic agents administered by 
methods other than inhalation. I refer to the 
popularizing of regional and spinal anesthesia and 
the employment of intravenous methods. Prog- 
ress is being made along these lines and complete 
protection may be provided in those instances 
where use of cautery or diathermy is essential to 
successful completion of an operation. 


Prevention of Ignition 


In discussing measures for prevention of igni- 
tion, we must consider the following sources of 
ignition: (1) A spark from the electric power 
circuit; (2) electrostatic discharge; (3) spon- 
taneous combustion; (4) direct contact. with an 
open flame or hot body. 


Electric Power Circuits 


All switches in operating rooms should be of 
the mercury type. They provide protection only 
as long as they are free from defects, unless, they 
are made explosion proof by inclosure in a flame 
tight housing and are operated by a control pass- 
ing through a flame tight stuffing box. Equip- 
ment of this type is now on the market. Wall 
or floor plugs should be of the explosion proof 
type. Complete removal of the plug is not pos- 
sible without a break in the electrical connection 
occurring first in the flame tight inclosure. 
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All permanent wiring should be of the ap- 
proved three-wire type, with all housings being 
grounded by the third wire. This method of in- 
stallation is almost universally employed in this 
country for permanently installed equipment but 
unfortunately, it is rarely employed for portable 
apparatus. Detailed specifications for the in- 
stallation of electrical wiring and equipment in 
hazardous locations are given in the National Elec- 
trical Code. In many localities compliance with 
this code is mandatory and it should be followed 
scrupulously in every hospital. 


Telephones or bell ringing devices are likely to 
produce igniting sparks and should not be located 
within the operating room. All motors used in 
operating rooms should be enclosed and vapor 
proof. Motors operating blowers or pressure- 
suction apparatus should be located at some point 
distant from the operating room. 


Electrostatic Discharge 


“Every spark is a manifestation of a natural 
tendency of electrostatic charge to distribute it- 
self in such a way as to bring adjoining conduct- 
ing surfaces to the same potential.” To prevent 
sparks between conductive bodies it is necessary 
to provide an effective pathway for potential 
equalization. If all conductive bodies in an oper- 
ating room are coupled by conductors, there can 


never be a spark between them. Our problem is 
to supply those conductors. 


Intercoupling 


A simple method was suggested by Woodbridge, 
Horton, and Connell, somewhat over one year ago. 
The apparatus is known as the Horton inter- 
coupler. It consists of a small metal case contain- 
ing a net work of resistors connecting four ter- 
minals between any two of which there is a re- 
sistance of one megohm. The metal case forms 
a fifth terminal. From the four terminals run 
four wires. The inter-coupler may be attached to 
the gas machine and three of the wires lead to 
the patient, the anesthetist, and the operating 
table. The fourth wire leads to ground. The 
resistance of one megohm was interposed between 
the intercoupled bodies to prevent shock in the 
event that the intercoupler formed part of a con- 
nection across the lighting circuit. This resist- 
ance will not hinder removal of charges as rapidly 
as they can be put on and dangerous potentials 
cannot be established. Electrostatic sparks be- 
tween connected objects will be adequately pre- 
vented. At Hartford Hospital this apparatus is 
employed whenever anesthetics are given by in- 
halation. Intercouplers of this type have been 
used in a large number of operating rooms 
throughout the last year and there has been no 
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report to indicate that they have failed in the 
function for which they are designed. It is, how- 
ever, not a panacea against explosion but should 
be used until more complete and permanent reme- 
dies are available. All connections should be 
made before administration is started and main- 
tained until after the mask has finally been re- 
moved. 


When intercoupling is employed other precau- 
tions against accumulation of static electricity 
should be maintained. Patients should not be 
moved from one room to another while an inhala- 
tion anesthetic is being administered. Woolen 
blankets should not be permitted in operating 
rooms. Persons or objects outside the inter- 
coupled system should not be allowed within the 
region of possible escape of explosive gases with- 
out first making contact with one of the group 
in the intercoupled system at a point remote from 
the danger zone. 


The carbon dioxide absorption method of ad- 
ministration of anesthetic agents offers two dis- 
tinct advantages: Gases are not constantly blown 
out into the room to come in contact with various 
sources of ignition; after the first few breaths, 
moisture in the apparatus furnishes a considerable 
degree of protection against internal static sparks. 
These safeguards are annulled if the other meas- 
ures against the hazards of explosion are not 
maintained, because an explosion occurring in a 
closed sytem is much more likely to be fatal to 
the patient than is one with an open system where 
the pressure pulse is not directed down the 
trachea. 


A high relative humidity should be maintained 
in operating rooms. Production of a relative 
humidity as high as 65 per cent within an oper- 
ating room is not completely protective unless 
one takes into consideration the carbon dioxide 
content of the air. When air conditioning is car- 
ried out by any of the so-called air washing equip- 
ments, the carbon dioxide content is so reduced 
that any films of moisture formed in the oper- 
ating room are not sufficiently conductive to pro- 
vide adequate equalization of potential. It would 
seem that mechanical filtering of the air was the 
preferable means. 


The anesthetist should wash the mask and 
breathing tubes before they are used. The breath- 
ing bag should not be removed from a gas machine 
while it contains explosive mixtures. Flushing 
inflammable gases from the machine with oxygen, 
is extremely dangerous. Cloth covers should not 
be used on gas machines. A static discharge 
might occur when they are removed. Pillows 
having coverings of non-conductive rubber intro- 
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duce a hazard. The withdrawal of a cotton cover- 
ing from a rubber cased pillow in the operating 
room or in any room containing gas machines 
should be prohibited. The use of a sponge rubber 
cushion on the stool used by the anesthetist should 
not be permitted. The new shark skin uniforms 
are such effective generators of static that they 
should never be allowed in the operating room. 


Oil should never be used on regulating valves 
controlling oxygen under high pressure. Small 
tanks should not be filled from large ones. Econ- 
omy of this sort does not warrant taking the risk. 


Conductive Flooring 


In the past, conductive properties have been in- 
cluded in terrazzo or tile flooring by incorporation 
of metal strips. The resistance that is provided 
is excessively high and excessively variable. 
A number of fatal explosions believed to be of 
electrostatic origin have taken place in operating 
rooms equipped with these floors. All-inclusive 
methods of intercoupling could be provided by 
means of a properly conductive flooring. Satisfac- 
tory conductive flooring material has been devel- 
oped at the instigation of the Committee on Anes- 
thetic Hazards of the Massachusetts Institute of 
Technology. Resistance between two metal elec- 
trodes, each two inches in diameter, placed any- 
where on the surface of a sheet of this flooring 
is under two hundred ohms. Cost of installation 
of this flooring is appreciably less than one dollar 
per square foot. Many hospitals may not find it 
feasible to install this flooring but hospitals under 
construction now or to be built in the future, could 
specify this type of flooring without added ex- 
pense. 


The conductivity of tile and terrazzo flooring in 
older hospitals may be increased by treatment 
with calcium chloride. Repeated washings with 
a solution containing two to four per cent calcium 
chloride will cause the floor to retain moisture and 
this moisture is highly conductive because of the 
presence of the salt, but the conductivity may be 
high and extremely variable. 


Care must be taken with tile floors to be sure 
that no person with nails or metal plates on his 
shoes enters the room. Drag chains on all fur- 
nishings must be of bronze rather than of iron 
or steel. The feet on metal furniture should be 
covered with conductive rubber. If ordinary non- 
conductive rubber is employed, a bronze drag 
chain should be attached. To insure reasonable 
continuity of a drag chain, it is reeommended that 
the actual drag be made of a group of individual 
chains of approximately equal lengths. One end 
of each should be fastened to a common terminal 
at one end of the equipment in question. The 
other end should be fastened to a similar common 


82 


terminal at the other end of the equipment. As 
the chains hang naturally the major portion of the 
loop should be in contact with the floor but the 
loop should not be long enough to drag outside 
the limit of the equipment as it is moved. 


Shoes 


Shoes with soles of rubber or composition must 
never under any circumstances be permitted in 
the operating room unless some effective means 
is employed to overcome their electrostatic action. 
The electrostatic action of Ieather soled shoes is 
neither quite good enough nor quite bad enough 
to permit a clean cut decision regarding their use. 
In winter months when the soles are likely to be 
damp, their action may be satisfactory but in 
summer when the soles are dry, resistances as 
high as ten megohms are frequently found. Sim- 
ple and inexpensive apparatus has been produced 
to test these varying resistances. The ideal shoe 
for wearing in the operating room is one having a 
sole of the same conductive rubber as that devel- 
oped for the flooring. The difficulty at the moment 
is one of manufacturing and distribution but it is 
hoped that this problem will be solved soon. 


If floors in operating rooms were made con- 
ductive and were maintained at ground potential, 
if all operating room furniture were in electrical 
contact with such a floor, and if, all persons en- 
tering operating rooms were forced to wear con- 
ductive soled shoes, it would seem that ample 
protection against static discharge could be pro- 
vided. The new conductive rubber seems to offer 
this possibility. It is hoped that the Horton inter- 
coupler, which represented a temporary expedient, 
may be discarded soon. 


Spontaneous Combustion 


It has been suggested that some catalyst inside 
the gas machine may lead to explosions. It is 
possible that certain substances in the expired 
air of the patient might act as catalysts. Further 
experimental research will be necessary before 
these contentions can be proven and remedies 
offered. 


Explosive agents should not be used in the 
presence of an open flame or hot body. 


Anesthetic Mixtures in Non-explosive Ranges 


Ignition of an anesthetic gas occurs only when 
it is in a combustible mixture. Our discussion so 
far has dealt with sources of ignition. It is pos- 
sible to maintain anesthesia with mixtures of 
these gases that are outside the explosive range. 
A report recently published by the United States 
Bureau of Mines gives data on such mixtures con- 
taining cyclopropane, oxygen, and helium. They 
show that over a considerable range mixtures of 


HOSPITALS 








oe a a s, 








these three components which are suitable for 
anesthetic purposes are not inflammable. Hass, 
Hibshman, and Romberger have issued a prelimi- 
nary report of their work carried out along similar 
lines using cyclopropane, air, and oxygen. Work 
in progress at the Massachusetts Institute of 
Technology includes studies of four component 
mixtures. Horton is of the opinion that the ex- 
plosive hazard may be reduced materially by using 
mixtures containing cyclopropane, ethylene, and 
oxygen in proper combinations. The addition of 
a fourth gas, such as nitrogen, helium, or hydro- 
gen, has been shown to increase the non-explosive 
range even further. 


These developments have so far only warranted 
progress reports. Much remains yet to be done 
before these results may be utilized in daily anes- 
thesia. Practical problems of administration of 
these mixtures must be met. It is hoped that 
some type of device will be produced indicating 
to the anesthetist when non-explosive mixtures 
are inuse. With the gases mixed in non-explosive 
ranges, relaxation may not be present without 
some degree of cyanosis being evident. In order 
to obviate this difficulty, it may be possible to 
employ combinations of agents and methods. For 
instance, pentothal sodium may be administered 
intravenously as an adjunct to agents in non- 
explosive mixtures administered by inhalation. 
Regional block may provide the added degree of 
relaxation that is necessary, beyond that obtained 
when the gases are administered in non-explosive 
ranges, that are not associated with the production 
of cyanosis. 

Quenching Devices 


A great deal may be done to prevent explosion 
of anesthetic gases but as long as explosive mix- 
tures may be present and may be ignited, pro- 
tection is not complete without the development 
of some device that will protect the patient 


against the pressure pulse developed when an ex- 
plosion occurs. The technology of flame barriers 
is well understood. Progress is being made in 
the production of barriers that would be satis- 
factory for anesthetic purposes and it seems pos- 
sible that a suitable pulse suppressor can be 
designed. 


Conclusion 


A brief review of many factors associated with 
the use of explosive anesthetic gases has been 
presented. It is evident that there are many 
phases of the investigation which will require 
further study. Sufficient progress has been made 
in the prevention of anesthetic explosion to war- 
rant the opinion that the use of agents now 
commonly employed may be continued with rea- 
sonable safety. Unrelenting vigilance in the main- 
tenance of all safeguards is absolutely essential. 


Recently, a Joint Committee on Anesthetic 
Hazards was formed to aid in the continuance of 
investigative work. Members of this committee 
represent the American Hospital Association, The 
New England Hospital Association, The American 
Society of Anesthetists, and The American Asso- 
ciation of Nurse Anesthetists. It is supported by 
donation from these organizations and from 
others. In order to continue the work at the 
Massachusetts Institute of Technology and else- 
where, funds will be required. It is confidently 
expected that these funds will be forthcoming 
from several sources. 


Each individual entering an operating room 
should be thoroughly instructed and remain con- 
sciously alert to the hazard of fire and explosion. 
Irrespective of accomplishments gained by re- 
search, our unrelenting vigilance, directed toward 
the prevention of explosion, is necessary, other- 
wise, patients will be deprived of the safeguard 
that investigation has proven to be of value. 





George L. Halpern Retires 


The Board of Managers of Lebanon Hospital, 
New York City, and all associated with Lebanon 
Hospital regretfully announces the retirement of 
George E. Halpern, who as superintendent has so 
capably administered the institution for almost a 
quarter-century past. His physicians have in- 
sisted he must retire on account of the state of 
his health, and he is abiding by their decision. 


As his successor the Board has appointed Dr. 
Jack Masur, assistant director, Montefiore Hos- 
pital, New York City, since 1936. Dr. Masur 
enters upon his new duties at Lebanon, with the 
title of executive director, on January 1, 1941. 
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Dr. Masur will not only administer the old 
Lebanon Hospital at Westchester and Cauldwell 
avenues, but will also assist in the bringing to 
completion of the new hospital already under con- 
struction on a new site, a whole block on the 
Grand Concourse between Mt. Eden Parkway and 
173rd street. Under Dr. Masur’s direction, the 
Board of Managers expect this new institution, 
with its most modern structure and equipment, 
and with most advanced scientific care for 
patients, to be in the forefront of voluntary hos- 
pitals, not only in its own Borough of the Bronx, 
but throughout the City of New York. 
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Survey of Labor Turnover in Hospitals 


FRANK J. WALTER 


Hospital Association compiled a questionnaire, 

which was sent to 405 hospitals distributed 
through the states east of the Mississippi. This 
area was selected because a previous survey of 
the hospitals of the midwest and Pacific coast 
states had been made by the same committee. The 
reports from both sections show similar results. 
In making the selection of hospitals in the various 
states, care was taken to secure a good represen- 
tation from each state of hospitals having fifty 
beds or more. Representative university hospi- 
tals were included; but government-operated, 
mental, and tuberculosis hospitals were excluded. 


Tie: Committee on, Personnel of the American 


An attempt was made, with as few questions as 
possible, to obtain the following data: 


1 Were the hospitals interested enough in 
personnel problems to keep permanent rec- 
ords? 


2 Did they actually know, or could they 
compute, or could they estimate what their 
labor turnover was? 


For the benefit of hospitals that might have the 
data available, but were not acquainted with the 
methods of computing the labor turnover, the 
following formula was given, to be used in the 
computation: Total separations divided by the 
total number of positions in the hospital equals 
the percentage of labor turnover. This formula 
was used because it was the simplest one, and 
would afford fewer complications for the hospi- 
tals inexperienced in such computation. 


In order to determine the accuracy of the statis- 
tics furnished, the hospitals were asked what 
sources they used as a basis for their records or 
estimates. To go further than just the mere 
statistical data on labor turnover, the committee 
also asked for the reasons given by employees for 
termination of service. In order to determine 
how the personnel management was handled in 
the hospitals, they were asked whether or not they 
had a personnel manager, or, if not, who acted in 
that capacity. 
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Approximately 200 replies were received from 
the questionnaires. These were grouped into the 
following classifications: 


1 Those who had no personnel records at 
all, and whose answers, therefore, were en- 
tirely negative (14 per cent) 


2 Those whose reports were based only on 
estimates (25 per cent) 


3 Those who used their payroll records to 
compute turnover (41 per cent) 


4 Those who kept actual personnel rec- 
ords (20 per cent) 


The conclusions of the committee were drawn 
from the answers received from groups 3 and 4. 
The percentages of labor turnovers reported by 
those who estimated their figures were comparable 
to the percentages given. by those who based their 
statements on actual statistics. 


Percentage of Turnover 


Labor turnover rates were found to be: 


In towns of 50,000 or less population—31 
per cent 


In cities of 50,000 or more population—38 
per cent 


Contrary to general opinion, it was, therefore, 
found that there was a 7 per cent greater turn- 
over in hospitals in the larger centers than hos- 
pitals in smaller communities. 


Comparison With Industry 


The turnover rates of hospitals, as established 
by this questionnaire, compare favorably with the 
total separation rates for industry, as compiled 
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by the United States Bureau of Labor Statistics, 
which are as follows: 


1934 1935 1936* 


NN one errercacrie bw cae 10.67 10.37 13.02 
PHACHOERE oc os eccwcces 2.24 2.29 2.63 
OAD occas cers Gielerereee 36.26 30.08 24.70 

Total Separation.... 49.17 42.74 40.35 


In order that there be a uniform definition of 
terms, the following are given from the United 
States Bureau of Labor: 


A separation is a termination of employ- 
ment due to quits, lay-offs, and discharges. 


A quit is a termination of employment 
usually initiated by the worker. 


A discharge is a termination of employ- 
ment at the will of the employer. 


A lay-off is a termination of employment 
at the will of the employer without prejudice 
to the worker. 


The hospitals state that they have no lay-off 
problem, due to the fact that they have no sea- 
sonal work. Therefore, if the lay-offs are taken 
out of the industrial figures, it is found that the 
hospital percentage of labor turnover is approxi- 
mately twice as high as that of industry. 


Comparison of Turnover in Professional and 
Unskilled Groups 


Despite the prevailing opinion that unskilled 
labor is more transient than professional help, the 
survey showed that this is not uniformly true. 
About one-half of the hospitals reported greater 
turnover in the professional group, while the other 
half reported the reverse to be true. To show the 
wide variation between these groups, one hospital 
reported 75 per cent turnover in the unskilled 
group and 25 per cent turnover in the skilled 
group; another reported 2 per cent turnover in 
the unskilled group and 42 per cent in the skilled 
group. The results of the questionnaire lead us 
to conclude, therefore, that the turnover for both 
unskilled and professional employees is about the 
same, but in. the professional group there is a 
much greater labor turnover among the nurses 
than among other professional workers. 


Causes of Labor Turnover 


Marriage—Under the general grouping of mar- 
riage, and the resulting family responsibilities, 
was found the greatest cause given for termina- 
tion of service. It was found that some employees 
resign immediately after marriage; and others 
work until their homes are on a self-sustaining 
economic basis. Other family problems, such as 


*Table taken from Monthly Labor Review, July, 1937, of Bur. 
f Lab. Stat., U. S. Dept. of Labor, Serial "No. R. 608. 
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children or dependents in the home, illness of 
members of the family, and change in location on 
account of the husband’s work, contribute to the 
terminations of service due to marriage. 


Advancement—tThe desire for advancement was 
the second most important reason listed for turn- 
over. This included termination of service due 
to opportunities for better positions in other or- 
ganizations, and resignation to do advanced study. 
The large number of resignations by professional 
people to take advanced studies raises the ques- 
tion as to why the hospitals do not give such em- 
ployees leaves of absence rather than a termina- 
tion from service. This would enable the hospital 
to benefit from this graduate study, when the in- 
dividual was again ready to resume his work. 


The great number of individuals leaving for 
better positions indicates that consideration must 
be given, to an advancement program which will 
make these employees contented in their present 
situations. 


Illness—It was surprising to find the large 
number of employees who terminated their em- 
ployment on account of illness. The committee 
did not expect to find this to be a major cause of 
labor turnover, and did not, therefore, ask enough 
questions to reveal the details regarding this 
problem. 


Maladjustment—aAll employees who terminated 
their services because of maladjustment were 
placed in this group. Among them were: Persons 
with bad personal habits, such as untidiness, bad 
temper, drunkenness, tardiness, disrespect to su- 
periors, dishonesty, discourtesy and lack of de- 
pendability. These were more predominant in the 
unskilled group as a cause of termination of serv- 
ice, than in the professional group. 


Inefficiency took a heavy toll of workers in 
both groups, due to the lack of training and in- 
sufficient experience. 


Rural Hospitals—Hospitals in rural communi- 
ties indicated that their employment problem was 
more difficult because the community was small 
and offered few outside attractions. However, 
the general rate of turnover in hospitals in smaller 
communities was slightly lower than in hospitals 
located in the larger towns. 


Lack of Attention to Problem 


The survey showed that hospitals are still giv- 
ing very little attention to personnel problems. 
Procedures used in hiring and firing are very weak 
and unscientific. Of all the hospitals who returned 
their questionnaires, only six (of the larger ones) 
stated that they had personnel directors as such. 
In. these hospitals, the rate of turnover was about 
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10 per cent lower than in other hospitals. The 
committee estimated that approximately 2 per 
cent of the hospitals of the American Hospital 
Association have adequate personnel records. 


Cost 
It is regrettable that the cost of labor turn- 


over is not computable. It is one of the hid- 
den wastes in management. Therefore, it would 
have been folly to have attempted in this ques- 
tionnaire any estimate of the cost of labor turn- 
over. If such figures could be computed, it would 
be an incentive to every administrator to reduce 
his labor turnover. And, it is certain that the 
saving which would result from reduced labor 
turnover would more than offset the cost of meas- 
ures taken to reduce it. 


Conclusion 


This report is an attempt by the Committee on 
Personnel Relations to stimulate the hospital ad- 





ministrators to give study to their labor turnover 
problems. An attempt has been made to present 
the facts, but no recommendations have been 
given for the solution of the problems. Such a 
discussion would involve a wider field of personnel 
management than the subject of labor turnover, 
which was assigned to this committee. 


It is felt that any further study of labor turn- 
over in general would be useless, as we are now 
well aware of the existence of the problem. In 
the final analysis, labor turnover is the result, 
and not the cause, of personnel problems. We 
believe it would be more beneficial to the asso- 
ciation if the efforts of the committee were di- 
rected toward the specific causes of labor turn- 
over rather than to a further study of labor 
turnover. 





NOTE: Acknowledgment is given to the assistance of the 
Class in Personnel Management of the University of Denver, in 
the conducting of this survey. 





National Foundation for Infantile Paralysis 
Announces Publication of Pamphlet to 
Assist in Home Care of Patients 


The National Foundation for Infantile Paralysis 
announces the publication of a pamphlet, “Nurs- 
ing Care of Patients with Infantile Paralysis,” by 
Jessie L. Stevenson, R.N., Consultant in Ortho- 
pedic Nursing, National Organization for Public 
Health Nursing. This pamphlet, illustrated by 
line drawings, was prepared by the National Or- 
ganization for Public Health Nursing for The 
National Foundation for Infantile Paralysis as a 
part of a project in orthopedic nursing sponsored 
by the Foundation. It is intended to assist the 
public health nurse and others responsible for 
home care of patients with infantile paralysis in 
and following an epidemic. Copies are available 
free upon request from The National Foundation 
for Infantile Paralysis, 120 Broadway, New York 
City—Basil O’Connor, president. 





Women and Children's Hospital 
Celebrated Its 75th Anniversary 


The Women and Children’s Hospital, Chicago, 
Illinois, held a three-day celebration of the 75th 
anniversary of its founding. Starting with an 
annual banquet for the Board of Trustees and 
Staff of the hospital on the evening of November 
26, the celebration consisted of a homecoming 
program for the nursing school alumnae on No- 
vember 27 and 28, and a homecoming program for 
ex-interns and residents on November 27. 
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The Women and Children’s Hospital is one of 
the few hospitals in the United States that is 
entirely staffed by women physicians and sur- 
geons. During the seventy-five years of its ex- 
istence, it has been an outstanding charity in the 
city’s history. The hospital’s successful perform- 
ance has met with strong financial support of 
Chicago citizens and sincere appreciation on the 
part of the thousands of women and children who 
entered its doors as patients. 


Edna H. Nelson is superintendent of this fine 
institution. 


Goodall Fabrics Has Own Sales 
Organization 


On December 1, the Goodall Worsted Co. opened 
its own sales organization for those fabrics han- 
dled since 1931 by L. C. Chase & Co. 


Goodall is the manufacturer and originator of 
smooth mohair drapery, bedspread, and uphol- 
stery fabrics nationally used in hospitals. They 
will now be known as Goodall Fabrics. New show- 
rooms will be located in New York City at 61 East 
58rd Street, and in Chicago’s Merchandise Mart. 


Jud Williams, who was in charge of these fab- 
rics in the Chase organization, will direct the new 
Goodall Fabric activities, with Jack Odin handling 
the contract division to assist hospitals in all of 
their fabric furnishing problems. 
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Hospital Bed Care Ten Years Ago and Now 


HARRY C. SALTZSTEIN, M.D. 


have at our daily beck and call in a large 

and active hospital progress, change and 
improve just as fast as does our own medical 
knowledge and practice. This is particularly true 
of nursing services. 


Comments of a few nurses who had been absent 
from nursing for ten years stimulated an inquiry 
into just what are the significant changes in nurs- 
ing service in Harper Hospital in ten years—what 
improvements, simplifications, expansions or 
changed practices have taken place during the 
past decade? 


Through the courtesy of Miss Marion Wright, 
head nurse of floor, and some of her co-workers, 
Miss Grace Clow, supervisor of central supply 
room, and others, this brief summary of changes 
has been put together. It has been obtained solely 
from nurses’ observations. Part of it represents 
changes which our different methods and direc- 
tions have caused in hospital nursing; part of it 
represents improvements and changes the nursing 
profession has made in its own bailiwick. I think 
the scope indicated will surprise many physicians 
who are daily hospital corridor trampers, as much 
as it did me. 


A forty-six bed ward (four center) ten years 
ago and now is used for many comparisons. The 
number and type of patient, the variety of dis- 
eases, general surgical with all surgical specialties 
represented, the number of operations, average 
three to four daily, were approximately the same 
then as now. 


The hospital averaged 500 beds then and now. 


Viieve at services which we as physicians 


Today, Patients Enter Hospital Before Disease 
Becomes Acute 


All the nurses noted that patients now come into 
the hospital earlier in the course of their disease. 
There are more chronic appendices instead of 
acute ones; gall-bladders have shorter histories; 
there are not so many jaundiced patients. Whereas 
ten years ago one-half to one-third of the appen- 
dicitis cases had peritonitis, now four-center has 
perhaps one ruptured appendix in two to three 
months. 
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As a result, the average patient is not seriously 
sick. Also, there is a trend toward getting them 
out of bed sooner, and the hospital stay is shorter, 
the turnover more rapid. Ten years ago appen- 
dices had a ten to twelve day hospital stay, gall- 
bladders two to three weeks, hysterectomies four- 
teen days. Now, appendices are home in seven or 
eight days, or sooner, hysterectomies ten or eleven 
days, gall-bladders ten days to two weeks. 


Ten years ago, it was rare for a patient to enter 
the hospital one or two days before operation— 
they always came in the night before. Now gall- 
bladders, stomach, pelvic, orthopedic cases fre- 
quently come in two or three days before opera- 
tion and this has been more noticeable the past 
two or three years. There are always one or two 
patients entering Saturday for Monday’s opera- 
tion. This never happened ten years ago. 


Post-Operative Nursing 


One of the most striking changes which all of 
the nurses noticed is the increased comfort and 
the ease of nursing in the immediate post-opera- 
tive period. A good deal of this has resulted from 
improved practices in anesthesia and pre-opera- 
tive preparation. 


Ten years ago a nurse would watch each patient 
two or three hours after he returned from the 
operating room; she literally “had to hang onto 
his tongue.” Vomiting, cyanosis, deep respira- 
tions, retching were common. Today there are 
few slowly reacting patients. They react much 
more quietly. Patients usually are almost awake 
when they return from the operating room. It 
frequently suffices to put up side boards and count 
the pulse every ten minutes for one hour and the 
nurse can do something else. By evening, patients 
are alert. 


Ten years ago recovery from the anesthetic was 
followed “by a craving for water and then nausea 
for several days.” Water is now given sooner; 
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also before operation. The thirst and nausea have 
almost disappeared. Today, four-center, forty-six 
patients, rarely has one patient at a time with 
vomiting of any degree, persisting over twenty- 
four hours post-operative. 


‘Ten years ago patients were wrapped in hot 
blankets immediately after the operation for four 
to six hours. The heated steel cupboards where 
these blankets were kept was often a show spot 
for visitors. Patients perspired, and often were 
sor zing wet. Then the blankets were changed so 
they could soak some more. The blankets went 
out suddenly after Dr. Maddock’s water balance 
studies in Ann Arbor in 1933. Now patients are 
immediately put in a normal bed and drafts 
avoided. A light cotton blanket is given to avoid 
stretcher burns and irritation. This apparently 
is not yet routine practice throughout the country, 
for many graduate students from elsewhere ex- 
pect heavy blankets after the operation. 


Ten years ago there was a fear of turning the 
patient from side to side. For several days after 
operation, the nurse had to ask for help to turn 
the patient. Now they are turned immediately, 
often on their own power, rarely requiring two 
nurses. A low head rest is given much sooner 
many times on reaction. 


Ten years ago proctoclysis was routine with 
some surgeons. It is not ordered very often at 
the present time, even though it is still a good 
and efficient method for absorbing water for a 
limited time, especially as retention enemas. 


Changes in Ordinary or Routine Treatments 


Colon irrigations—one gallon of water—one- 
half hour of time were frequent ten years ago. 
They were also used pre-operatively, for hyster- 
ectomy, for example. They are rarely given now 
except for special therapeutic purposes, such as 
ulcerative colitis. 


With the disappearance of the large distended 
abdomen, hot stupes, common ten years ago, are 
infrequently prescribed today. Several nurses 
commented on the disappearance of turpentine 
stupes. 


Pitressin had its vogue and peak of popularity 
a few years ago—1935 and 1936. It is not ordered 
very often today. No prostigmin had been given 
in two weeks (four-center). 


Catheterizations are more frequent. Ten years 
ago there was rarely a routine order for catheteri- 
zation. Catheterization every six hours was un- 
heard of. With the increase in post-operative 
fluids, catheterization every eight or ten hours 
now is routine. There is increased use of reten- 
tion catheters, especially in gynecology. 
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Ten years ago there were always one or two 
badly infected wounds on the ward receiving moist 
compresses. Now there is only an occasional 
wound infection or serum collection, and rarely a 
completely broken down wound. “Sponge for 
high temperature,” frequent then, is also rare 
now. 


The chief revolution the ten-year absent nurse 
sees in post-operative care, is, of course, the pro- 
fusion of tubes, bottles, and suction apparatus 
dangling about the patient, so that the wards 
sometimes look like Christmas trees. But Mr. 
Patient, with three or four assorted hose stream- 
ing to and from him, has a calm, perhaps a dis- 
tant or philosophical look, and not so often the 
harried, haggard tensely nervous faces we saw 
ten years ago. 


Intravenous Infusions 


Ten years ago intravenous infusions were given 
only to very sick patients. A number of reactions 
always ensued. Saline was made in the operating 
room; glucose was mixed from ampoules of con- 
centrated dextrose. 


Since the ease and simplicity of the vaculiter 
equipment, ten to fifteen intravenous injections 
are given daily on four-center. For the past five 
years, the hospital has been using 20,000 liters 
of intravenous and hypodermoclysis fluids each 
year. Some flood! Routinely most post-operatives 
get intravenous injections, three-fourths get 
hypodermoclysis. 


Transfusions 


Transfusions ten years ago were a rarity. “A 
patient was almost dead before he got one.” They 
were always given by the direct method in the 
operating room. Now four-center gives one or 
two transfusions daily, all indirect method, on the 
floor. Since the operation of the blood bank, trans- 
fusions are not much more trouble on the ward 
than intravenous injections. There were two re- 
actions in the past year. Ten years ago oxygen 
tents were just beginning to be used; there were 
three in the hospital, and they “sounded like 
Model T Fords.” In July, 1940, fifty-seven pa- 
tients in the hospital used oxygen tents. 


Drugs 


Drugs run their course of rise in popularity, 
then decline or seek their level of proved value 
and steady use just like everything else. 


Ten years ago allonal was the popular pre- 
operative sedative. Sodium amytal, ortal, allurate, 
dial, have come and apparently gone. For the 
past year “it is all nembutal.” Seconal has had 
a moderate usage the past six months. Dilaudid 
came in three or four years ago and reached its 
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peak two years ago. It is now ordered only occa- 
sionally in a carcinoma case or one of persisting 
vomiting. The use of pantopon has remained quite 
stationary—one or two patients usually getting 
it ten years ago, and about the same now. 


The vitamin flood started five years ago, with 
A, B, D capsules. It has increased tremendously 
lately, and now the trend is toward B and lately 
B complex. Pneumonia serum reached its peak 
in 1936. It has waned since sulfanilamide came 
upon the scene. Last winter one patient in four- 
center received pneumonia serum. Sulfanilamide 
came in two years ago. Now there are always 
four or five patients on sulfanilamide or related 
compounds. At first it was used only on severe 
streptococcus or pneumonia cases. Now sore 
throat, infected hand, foot, mastoid, upper respi- 
ratory, pelvic inflammation, gonorrhea—all get it. 
It is not yet used on abdominal cases. 


The number of white blood counts has remained 
about the same, according to these nurses’ obser- 
vations. Hemoglobin determinations have in- 
creased since iron preparations have increased. 
Ventriculin came in about ten years ago. The 
past three or four years has seen a marked in- 
crease in the use of various iron preparations. 
Routine Kahns are more frequent. Blood nitro- 
gens, blood chlorides, fasting blood sugar in pa- 
tients who have no specific complaints indicating 
changes in these values, are much increased. 
There is a.marked increase in the use of hospital 
x-rays. 


Dietary Service 


One nurse wrote this note: “Five years ago 
many patients were dissatisfied with the meals 
and appearance of the trays. The diets are now 
well balanced and served more attractively.” The 


routine mushy invalid diet is gone. A full tray’ 


is a very liberal diet such as one is accustomed 
to in his own home. Each patient in the hospital 
is served an individual tray which comes directly 
from the hospital diet kitchen. Every morning a 
staff of dietitians interviews each private patient, 
and the supervisors of all wards and two-bed 
floors. Special diets, food desires, complaints or 
requested changes are obtained individually. 


Psychology Applied 


For the past three or four years, student nurses 
are given some instruction in psychology applied 
to nursing. A patient is not “second on left in 
338,” but is called by name, individualized, and if 
he is “difficult” the query is instilled into her: 
“Why is he difficult?” 


Patients are much more informed medically 
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than they were. The profusion of popular medi- 
cal articles is spreading through all levels of the 
population more thoroughly than we might think 
it is. They know what is going on and what they 
want. Though many accept the pills they get, 
many others—and in increasing numbers, know 
when their vitamin pills are due, know what their 
breathing test is and what the last one showed, 
know, in a superficial manner, whether they want 
spinal or not. 


Refresher Courses 


Ten years ago, it was common practice for a 
nurse who had been absent from the nursing field 
for some years, immediately to assume responsi- 
bility for a very sick patient. Now “refresher 
courses” are available. If a nurse has been away 
for three years, the registry requires that she 
satisfactorily complete a two or three week course 
of practical nursing in one of the larger hospitals 
before she is put on the registry. This was put 
into effect two years ago. The result is that 
nurses are given an opportunity to keep abreast 
of current practices. 


Nurses’ Duties 


Nurses’ time is spared by increased use of 
“ward helpers.” Ten years ago there were two 
on four-center and their duties were: Unload 
and help pass trays, clean kitchen and utility room, 
fix flowers—and very little else. Now there are 
eight. They are of a higher educational level; 
several are college students or want to be nurses. 
They pass out linens, ice water, run all errands— 
to the supply room, linen room, etc. They clean 
bedside tables, make empty beds, straighten out 
the wards, feed patients, fix tops of patients’ beds 
(but do not handle patients). All this was done 
by nurses ten years ago. 


Maids’ service is used for the heavy general 
cleaning. 


There is less time spent on charting today. 
Bath, back rub, morning care, evening care, mouth 
wash are no longer recorded. It takes forty-five 
minutes to chart and graph the temperatures on 
the ward each day. This is done by a lay worker 
on some floors. 


Nurses now work a strict eight-hour day, with 
a full day off each week, instead of the fifty-four 
hour week of ten years ago. With all of the above 
changes, the actual ratio of nurses to patients re- 
mains about the same. 


Central Supply 


Another important change in hospital nursing, 
which we as physicians sense rather than have 
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so much direct contact with is “the central sup- 
ply.” 


In 1932, the tremendous increase in intravenous 
infusions was well established in medical practice. 
However, in several institutions twenty-five per 
cent of patients receiving them had reactions. 
Hospitals in the east found that by careful boil- 
ing and preparation of all tubing and glass ware, 
these chills were entirely eliminated. Mt. Sinai 
Hospital and the New York Hospital in New York 
City, and Deaconness Hospital in Boston were the 
pioneers. 


The technic had to be meticulous and rather 
than carry it out on each floor, it was done in a 
special room by lay help under one nurse’s super- 
vision. Harper Hospital was one of the first hos- 
pitals to expand this into the modern “Central 
Supply Room” where trays and equipment for all 
the various diagnostic and therapeutic procedures 
used on the halls are kept. Now the floors keep 
very little standard equipment, such as catheters, 
speculums, hot water bottles, tubing, needles, 
syringes. What they do keep has been standard- 
ized for the whole hospital and for the major work 
of each floor. 


The great bulk of these daily indispensables is 
obtained on requisition slips, via direct messenger 
or periodic deliveries throughout the day, from 
the central supply. A few catheter trays and such 
like, all nicely ready for you are kept on the halls, 
and then sent down to the central supply as soon 
as you finish with them. There is no “hoarding” 
of things used infrequently. Now these things 
are rinsed and sent to the central supply in ex- 
change for a fresh set. 


Standardized cleaning methods, small outlays 
for repair machinery, such as motor driven needle 
sharpener, make equipment last longer. Tubing 
may be used for three different purposes before it 
is finally discarded. In 1933, the hospital bought 


bladder 


one-third the number of needles, one-half the 
pounds of rubber tubing, three-fifths the number 
of syringes it did in 1931—before the central 
supply was established. This saving was close to 
$1,000 a year on these three items. 


The list of articles kept in the cupboards of the 
central supply department contains 166 different 
items. It starts with: Arm bath, atomizers, an- 
trum syringe; then continues . . . down through 

. communion box, croup tent, morgue rolls 
(pediatric and adult), pelvic traction girdles, Dr. 
Cooksey’s pneumonia jacket, Dr. Cole’s prostatec- 
tomy set, eight types of syringes in standardized 
sizes, twelve types of trays (bladder irrigation to 
tracheotomy set) . . .ending finally with Thomas 
splint hammocks and vaseline gauze, sterile. One 
hundred pairs of gloves (floor use only), two hun- 
dred needles, seventy-five intravenous sets pass 
through this department each day! 


One proctoscopy set goes out to from three to 
twelve floors in the course of a week. In spite of 
the tremendous increase in the use of oxygen 
tents, the hospital only has to have eleven now, 
instead of the three they had ten years ago. The 
personnel is only moderate: From one nurse, two 
students, one maid in 1932, it now consists of one 
supervisor, two and one-half graduate nurses, 
seven ward helpers. Thus, the nurses have again 
sloughed off routine work onto lay helpers, free- 
ing their time for professional duties. 


The central supply also is a means of keeping 
abreast of new developments. Anyone on the staff 
can try out new equipment such as Munro tidal 
irrigation, or experiment with new 
gadgets—blood bank set—knowing that the equip- 
ment is assembled and centralized for fhe whole 
hospital in one place. The understanding of such 
equipment and the use of it thus becomes the 
property of the whole hospital, not of one floor or 
one or two nurses. 
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Coming Meetings 


Utah State Hospital Association, Salt Lake City, Decem- 


ber 5 
1941 
Texas Hospital Association, Dallas, February 27, 28 and 
March 1 


Texas Conference of the Catholic Hospital Association, 
Dallas, March 1 


Association of Western Hospitals, San Francisco, Cali- 
fornia, March 3-6 

New England Hospital Assembly, Boston, March 12-14 

—— Association of Pennsylvania, Philadelphia, April 
16-1 


Southeastern Hospital Conference, New Orleans, Louisi- 
ana, April 17-19 
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Iowa and South Dakota Hospital Associations, Des Moines, 
Iowa, April 21-23 


Mid-West Hospital Association, Kansas City, Missoun, 
April 24-25 


Carolinas-Virginias Hospital Association, Greenville, South 
Carolina, April 24-26 


Ohio Hospital Association, Columbus, April 29-May 1 
Tri-State Hospital Assembly, Chicago, Illinois, May 7-9 
National Hospital Association, Chicago, August 17-19 


Kansas State Hospital Association, Topeka, Kansas, No- 
vember 12-13 
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Hospital Service Plan News 


Prepared by the Commission on Hospital Service 
and the Council on Hospital Service Plans 


service plans, with a total enrollment of 

more than 5,000,000 persons, met at the head- 
quarters of the American Hospital Association in 
Chicago on November 9 and 10 to consider ways 
and means by which the plans could present a 
united front for the preservation of the voluntary 
principle in hospital and health service. 


FR service ans, wit of 49 approved hospital 


The need for coordinated activity on the part 
of the plans has been apparent for some time. If 
voluntary institutions are to render essential com- 
munity services in the field of health and to make 
governmental compulsion unnecessary such co- 
ordination is essential. Likewise, joint action 
through reciprocity of enrollment and benefits is 
desirable if large employers, with personnel in 
widely separated areas, are to be adequately 
served. 


The hospital service plans have a simple and 
convincing story to tell the American people. It 
is the story of American hospitals and their will- 
ingness to guarantee services to plan subscribers 
as a method of maximizing their usefulness to 
the employed population and their families, espe- 
cially among the low-income groups. The Ameri- 
can Hospital Association has encouraged hospitals 
in the assumption of this responsibility, and has, 
through the approval program, aided the execu- 
tives and trustees of plans to maintain high ad- 
ministrative standards consistent with the will- 
ingness of hospitals to act jointly in this important 
and epoch-making demonstration of public service. 


The member-hospitals are the foundation of 
a hospital service plan; without them and their 
guaranteé a plan could not be differentiated from 
a stock or mutual assessment insurance company, 
and there would be no special reason why the 
American Hospital Association should endorse the 
movement through positive approval of the vari- 
ous service plans. There are, however, many 
important problems of administrative policy which 
are outside the experience and interests of hos- 
pital administrators. 


The main problem facing hospital service plan 
trustees and administrators is to expand the 
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group payment principle through wise manage- 
ment and effective public education, and at the 
same time to protect the values and high stand- 
ards of present day hospital care. All delegates 
to the sessions, including the Commission on Hos- 
pital Service which called the meeting at the 
request of the Trustees of the American. Hospital 
Association, agreed on the general objectives and 
it is to be hoped that practical methods can be 
developed for achieving them. 
C. R. R. 


New Enrollment Regulations and Increased 
Benefits 


Subscribers to the Hospital Service Plan of 
New Jersey are being offered a new contract with 
liberalized benefits. The twelve-month waiting 
period required for maternity benefits has been 
reduced to eleven months; subscribers are eligible 
for out-patient care, up to $6.50 per day, for 
emergency treatment; the age limit for protection 
under the contract was raised from 65 to 70 
years of age, although the plan will not take new 
subscribers who are more than 65. The 10 per 
cent discount for the cost of private room accom- 
modations was omitted under the new contract. 
Under the old contract the percentage was off the 
total hospital bill, and $6.50 per day was allowed 
them against all charges. In explanation of the 
removal of this feature officials said: 


“Tt was done to benefit the majority of our 
subscribers, three-fourths of whom are hos- 
pitalized in semiprivate accommodations. The 
plan is basically organized to provide for bene- 
fits through service on an all-inclusive basis 
of specified services in semiprivate accommo- 
dations. The plan continues to allow up to 
$6.50 per day against services in private 
rooms.” 

* * * 

A new agreement for the enrollment of hospital 
employees has been made between the Hospital 
Service Corporation of Western New York, Buf- 
falo, Carl M. Metzger, executive director, and the 
hospitals of the area. Those hospitals which en- 
roll their employees under the nonprofit plan agree 
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to reimburse, at annual intervals, the Corpora- 
tion for all sums expended on behalf of such 
employees, in excess of 100 per cent of the earned 
premium income from such subscribers. The 
Corporation will, in turn, accept without question 
all claims for service from the enrolled hospital 
employees and will furnish the hospital with an 
accounting of the income and disbursements from 
the group annually within sixty days from the 
anniversary date of the group. These provisions 
apply only to the hospital employees, not their 
dependents. 
* * * 

In celebration of its first anniversary on October 
20, 1940, the Hospital Service Association of 
Roanoke increased its benefits to subscribers at 
no increase in rates. The new services are: all 
antitoxins and sera; oxygen and oxygen tent; 
inoperable cancer cases formerly included only 
through the diagnostic period, now included ac- 
cording to the judgment of the doctor; wines and 
spirituous liquors frequently given to hospital 
patients; acute venereal diseases. 


Plan Name and Address Changes 


Harold E. Roush, director, has announced that 
the corporate name of Hospital Service Associa- 
tion of Summit County has been changed to Akron 
Hospital Service. 

* * * 


Hospital Care Corporation, Cincinnati, has 
leased the home office building of the former Co- 
lumbia Life Insurance Company, East McMillan 
Street and Woodburn Avenue, for five years. 

* * * 


Insurance Association of Approved Hospitals 
has been granted authority to change its name, 
effective November 1, 1940, to Hospital Service 
of California. They have also changed their 
address to 364 14th Street, Oakland, California. 


News from the Plans 


On November 18, at the end of its nineteenth 
month, Michigan Hospital Service enrolled its 
300,000 participant. On the same day, certificate 
No. 100,000 was issued by the Michigan Medical 
Service, which is sponsored by the Michigan Medi- 
cal Society and administered in conjunction with 
the Michigan Hospital Service. 


The question of what to do with surplus funds 
in a hospital service plan has been answered in 
a striking fashion by the Community Hospital 
Service Plan of Kingsport, Tennessee. Employers 
were notified that no payroll deductions would be 
required for August, 1940, and a similar announce- 
ment has been issued for December of this year. 
The remission of subscriptions applies to all 
classes of members. This plan has enrolled 7,500 
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members in the city of Kingsport which has a 
trading area of approximately 15,000 population. 
* * * 


Michigan Hospital Service, the nonprofit hos- 
pital service plan, sponsored by the hospitals of 
Michigan, has repaid all loans advanced to it by 
hospitals and private citizens. Thirteen hospitals 
and five private citizens loaned the plan a total 
of $28,000, the entire sum of which has now been 
retired. 

* * * 

Bank groups have been formed in Clarinda, 
Iowa, for the purpose of enrolling the people un- 
der the hospital service plan offered by Hospital 
Service, Inc., of Iowa. All persons having check- 
ing accounts in either of the local banks may avail 
themselves of the service, the bank acting as 
group treasurer by deducting the monthly pay- 
ment from the various checking accounts and 
making one payment to the Plan. Receipts are 
mailed with. the monthly cancelled checks. 

* * * 

In recognition of the work he has done in in- 
troducing the nonprofit group hospitalization plan 
to the Pittsburgh district, Abraham Oseroff, Sec- 
retary of the Hospital Service Association of Pitts- 
burgh, was presented with a leather traveling 
bag by the staff of the Plan at a testimonial 
program. 

* * * 

One Rochester Hospital Service member is hos- 
pitalized every 34 minutes! Based on admissions 
during July, August and September, almost two 
cases per hour are admitted for hospital care 
under the Plan. 

* * * 

In celebration of its 2,000th baby, Group Hos- 
pital Service of St. Louis, organized in April, 
1936, obtained a full-page pictorial display of the 
maternity benefits available to subscribers. 

* * * 

A challenge as to the legality of the action by 
the Municipal Hospital Board of Virginia, Min- 
nesota, in affiliating themselves with the Minne- 
sota Hospital Service Association, the state-wide 
nonprofit hospital service plan, has been made by 
members of the Duluth & Iron Range Life and 
Health Insurance Company. It was contended 
that a municipal hospital could not contract to 
guarantee services to subscribers outside of its 
own area. . 

* * * 

The Rochester Hospital Service Corporation, or- 
ganized in June, 1935, and the Minnesota Hos- 
pital Service Association, organized in July, 1933, 
have recently hospitalized their 40,000th and 
100,000th subscribers respectively. 


* * * 


Hospital bills in excess of $1,000,000 have been 
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paid for members of Group Hospital Service, St. 
Louis, according to an announcement by George 
M. Berry, treasurer. Mr. Berry states that utiliza- 
tion of service by members has increased to the 
point where they have a daily average of 360 
patients in the hospitals. 

* BS % 

An interesting illustration of hospital coopera- 
tion in public education is carried on by the Mil- 
ford Memorial Hospital, Milford, Delaware. When 
tea is served to a patient, the tab fastened to the 
packet of tea carries the name of the hospital 
and the words “Ask about the Group Hospital 
Service Plan of Wilmington.” Many such devices 
are used by individual or groups of hospitals and 
“Hospital Service Plan News” would be inter- 
ested to hear of them. 

x * 

The birth of the first set of twins and the 
enrollment of the 20,000th subscriber to the 
Northern Illinois Hospital Service, Inc., Rockford, 
Illinois, organized in May, 1939, occurred almost 
sitmultaneously according to an announcement 
by W. N. Armstrong, executive director. 


New Participating Hospitals 


Hospital Service Association of Pittsburgh: Jame- 
son Memorial and New Castle Hospitals of New 


Castle; Elwood City Hospital of Ellwood City 

Capital Hospital Service, Harrisburg: Williams- 
port and Hershey Hospitals of Williamsport, 
Pennsylvania 

Hospital Plan, Inc., Utica: Albert Lindley Lee 
Memorial Hospital of Fulton, New York 

Plan for Hospital Care, Chicago: Belmont Com- 
munity Hospital of Chicago 

Central Illinois Hospital Service Association, 
Peoria: Brokaw Hospital, Normal; Mennonite 
and St. Joseph’s Hospitals of Bloomington, 
Illinois 

Hospital Service Association of Toledo: Bellevue 
Hospital, Bellevue, Ohio 

Michigan Hospital Service, Detroit: Hubbard 
Memorial Hospital, Bad Axe, Michigan. 

Hospital Service, Inc., of Iowa, Des Moines: Park 
and St. Joseph’s Mercy Hospitals, Mason City, 
Iowa 

Minnesota Hospital Service Association, St. Paul: 
Swift County Hospital, Benson, Minnesota 


Personnel 


Mrs. Anne L. Lachner, Frank Nicols and Jack 
Reavis are representatives of Hospital Service, 
Inc., of Iowa who have been recently added to the 
staff. 

* * * 

William C. Conley has been appointed comp- 
troller of the Michigan Hospital Service, John R. 
Mannix, director. Mr. Conley had previously been 
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associated with the State Insurance Department 
of Michigan since 1933 in the capacity of Exam- 
iner, and during the past two years as Deputy 
Insurance Commissioner. 

* * * 

John R. Sickle has been placed in charge of the 
Oklahoma City office of Group Hospital Service 
of Oklahoma, in the absence of Harley B. West, 
who, as a member of the national guard, will be 
in military service for one year. 


Endorsement of Hospital Service Plans 


The United Automobile Workers of America, 
members of the Congress of Industrial Organiza- 
tions has endorsed the voluntary nonprofit hos- 
pital service plans which have been approved by 
the American Hospital Association. The Inter- 
national Executive Board of the Congress, which 
met in Buffalo in October, adopted a resolution 
which recommends to local unions that they un- 
dertake to provide hospitalization services for 
their members through the nonprofit hospital 
service plans, and further resolved that 


“Since the inauguration of such hospital- 
ization plans requires the consent and coop- 
eration of employers in providing for the 
deduction of premiums from the wage pay- 
ments made to workers in their plants, repre- 
sentatives of the international union and of 
local unions are urged, when the local union 
involved desires to adopt such hospitalization 
plan, to make the necessary representations 
to the employer involved in order to procure 
his consent and cooperation, and that, in the 
negotiation of contracts with employers, rep- 
resentatives of the international union and of 
the local union involved give due considera- 
tion to the presentation of demands involving 
the incorporation of provisions covering the 
institution of such group hospitalization 
plan.” 

The following excerpts are taken from a letter 
to North Carolina physicians by Hubert Haywood, 
M.D., President of the North Carolina Medical 
Society: “Dr. J. B. Whittington, director of the 
City Memorial Hospital, Winston-Salem, in mak- 
ing his report as chairman of the Hospital Section 
of the Medical Society of North Carolina to the 
House of Delegates, spoke of the fine work that 
the Hospital Saving Association of North Caro- 
lina, Chapel Hill, is doing for the people, the hos- 
pitals, and the medical profession of the state... 


“The one main stipulation for liability to its 
members is a physician’s certified authorization 
that his patient is a true in-patient hospital case 
under the terms of the certificate. .. . 


“There is no question but that in your hands 
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lie the secret of success or failure of this fine 
health program for the people of our State... . 
The Trustees of the Association desire that the 
Medical Profession look upon this Association as 
their own program and cooperate with it to pro- 
tect it against abuse... . 

“May I, as President of your Society ... urge 
you to learn more of the program and cooperate 
fully in its endeavor?” 


Correction 


The November, 1940, issue of the Hospital 
Service Bulletin carried an article entitled ‘“Anal- 
ysis of Enrollment Increase,” which listed the 
states accounting for eighty per cent of total 
enrollment. North Carolina, with two plans, 
should have been included in this list with 193,- 
598 members. 

Circulation 

The monthly Hospital Service Bulletin, in its 
reprint form, is now being sent to over 1,600 
persons, including many representatives and trus- 
tees of approved hospital service plans. 


Recent Speeches 

E. F. Nester, assistant director, and Miss Van 
Camp of Group Hospital Service, St. Louis, spoke 
before the annual meeting of the Missouri Hos- 
pital Association, October 16 and 17. 

H. A. Schroder, assistant manager, Hospital 
Service Association of New Orleans, participated 
in the meetings of the Southern Institute of Hos- 
pital Administrators, New Orleans, October 26, 
1940. 

Dr. Basil C. MacLean, chairman of the Com- 
mission on Hospital Service of the American 
Hospital Association, was the principle speaker 
at a meeting held by Hospital Plan, Inc., Utica, 
New York, for the twenty-one hospital super- 
intendents of its participating institutions. 

Dr. C. Rufus Rorem addressed the Ontario Hos- 
pital Association meetings in Toronto, Ontario, on 
October 9, 1940; the Southern Medical Association 
meetings in Louisville on November 13, 1940. 

Peter E. Klein, executive director of North 
Dakota Hospital Service Association, spoke to the 
National Catholic Rural Life Conference meeting 
at St. Cloud, Minnesota, on October 1, 1940. 

N. D. Helland, enrollment director of Associated 
Hospital Service, Inc., with headquarters in Mil- 
waukee, spoke before civic groups in Waukesha 
and Stevens Point, Wisconsin. 


Proceedings 
The Proceedings of the Hospital Service Plan 
Session and Round Table of the Forty-Second 
Annual Convention of the American Hospital 
Association are now available. Anyone interested 
in securing a copy may do so from the Commis- 
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sion on Hospital Service of the American Hospital 
Association. 


One of the papers included in the Proceedings 
is entitled “Hospital Plans and Employee Health” 


by H. Clifford Bean, assistant to Store Manager, 


Wm. Filene’s Sons Company, Boston, Massachu- 
setts. Says Mr. Bean: “. . . The employee, who 
through a combination of misfortune, family ill- 
ness, and bad judgment, finally winds up with 
loans in five different finance companies with a 
weekly interest total in excess of his wages, is a 
liability to himself, to his employer, and to society. 
. .. Families of two adults and two children sub- 
sisting on a wage of twenty-five dollars or less, 
and buying two or three items of household equip- 
ment or furnishings on time, are still not uncom- 
mon. They manage to squeeze by until serious 
illness hits the wage earner or some other member 
of the family, and then the budget structure col- 
lapses like a house of cards. 

“With few exceptions it is physical disability 
that takes the wage earner out of employment, 
but the interested family practitioner, looking 
beyond the immediate cause, finds too often evi- 
dence of long-standing malnutrition, neglect, or 
excesses that take root in the disturbed peace of 
mind induced by worry, pressure or incompati- 
bility.... 

“Although the need for hospitalization repre- 
sented a hazard of frequency—and almost certain 
contingency—the large majority of employees 
had no alternative but to take the gamble. Sav- 
ings, and reserves for medical care and emer- 
gencies to most were merely items in a theoretical 
budget; in close-hauled economy the immediate 
must be satisfied, the future necessarily has to 
provide for itself, and when the emergency struck, 


the individual, usually without cash reserves, was 


forced to borrow wherever and however he could. 
From that point the family or individual budget 
was thrown completely out of balance, the degree 
being dependent on the loss of earnings, the cost 
of hospitalization, and the terms of the loan or 
loans... . 

“You (the nonprofit hospital service plans) have 
made great advances— your associations and 
affiliates—in the past few years, both in admin- 
istrative efficiency and in human relations. You 
have successfully applied the theory of traffic 
peaks and capacity loads to hospital management, 
while at the same time rendering an invaluable 
service to business and community life.... 

“We hail your accomplishment in the field of 
hospital service, and with confidence in the sound- 
ness of your operation, we look forward with 
optimistic expectation to your continued healthy 
growth and expansion into an ever broadening 
sphere of service to the community.” 
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Colorado Hospital Association 
Holds Meeting 


Despite early snow and cold weather, the Colo- 
rado Hospital Association held its sixteenth an- 
nual meeting in Denver on November thirteenth, 
with an attendance of more than one hundred 
persons. The program was built around the 
question: What Becomes of the Hospital Dollar? 


The morning session was opened by R. J. 
Brown, president, and included a number of pa- 
pers and discussions in answer to the leading 
question from the points of view of the different 
departments of a hospital. First on the program 
was Dr. Maurice H. Rees, University of Colo- 
rado School of Medicine and Hospitals, Denver, 
who discussed the “Coordination of Hospital 
Service for the People of Colorado.” This was 
followed by a paper on “The Hospital Laundry” 
by John F. Latcham of the University of Colo- 
rado School of Medicine and Hospitals. Mrs. 
Anna Olsen, of the St. Luke’s Hospital in Denver, 
then discussed the “Problems of the Housekeep- 
ing Department,” and Francis O. McVey of the 
Greeley Hospital reviewed the problems of “The 
Pharmacy” in, a small hospital. 


Other papers and discussions on the morning 
program were “The Buying and Preparation of 
Food” by Marjorie McKinley of the Cerwin Hos- 
pital at Pueblo, “Overhead Expenses of the Dietary 
Department” by Katherine Boyd of the Children’s 
Hospital at Denver, and “The Record Room and 
the Hospital Dollar,” by Ruby Williamson of the 
Community Hospital at Boulder. 


The afternoon session was divided into two 
parts, the first being a panel discussion on prob- 
lems of nursing, the second dealing with prob- 
lems of hospitals in a national emergency. The 
panel discussion on nursing was conducted by 
Joy Erwin of the Children’s Hospital at Denver, 
with five very able assistants; the “Role of Volun- 
tary Hospitals in a National Emergency” was 
discussed at some length by Arnold F. Emch, 
Ph.D., assistant secretary of the American Hos- 
pital Association. 


Dr. Robin C. Buerki, superintendent of the 
State of Wisconsin General Hospital at Madison 
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directed all round table discussions during the 
day with the brilliance, energy, and realism for 
which he is so noted. 


The major address at the Annual Banquet that 
evening, devoted to the question “God Bless Amer- 
ica with What?” was by the Rabbi Abraham L. 
Feinberg. Louise Mullins presented a dramatic 
review of “Life with Father.” 


The officers elected at the Business Meeting 
are: President, Frank J. Walter, St. Luke’s Hos- 
pital, Denver; President-Elect, Dr. Maurice H. 
Rees, University of Colorado School of Medicine 
and Hospitals, Denver; Vice-President, Sister Al- 
phonse Liquori, St. Mary’s Hospital, Pueblo; 
Treasurer, Hubert W. Hughes, St. Anthony’s 
Hospital, Denver; and Executive Secretary, 
Bertram J. Jaffa, M.D., Denver General Hospital, 
Denver. The newly elected Trustees with terms 
expiring in 1943 are R. J. Brown, Porter Sani- 
tarium and Hospital, Denver, and Samuel §S. 
Golden, M.D., Beth Israel Hospital, Denver. The 
editor of the Hospital Section of the Rocky Moun- 
tain Journal is John F. Latcham, University of 
Colorado School of Medicine and Hospitals, 
Denver. 





Meeting of Oklahoma State Hospital 
Association 


The Oklahoma State Hospital Association held 
its annual meeting on November 14 and 15 with 
a total attendance approximating 100 persons. 


The Thursday morning session included an ad- 
dress of welcome by Dr. L. E. Emanuel of the 
Cottage Hospital at Chickasha, and a discussion 
of “Legal Problems of Hospital Administration” 
by Mont Highley, Jr., Counsel for St. Anthony 
Hospital at Oklahoma City. 


The Thursday afternoon session included a 
paper on “General Insurance Problems for Hos- 
pitals” with specific regard to safety problems, 
by Don C. Hawkins of Chicago, and an address 
by Arnold F. Emch, Ph.D., assistant secretary of 
the American Hospital Association, on “The 
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Duties and Responsibilities of the Civil Hospitals 
in a National Defense Program,” which latter 
subject was then discussed by Adjutant General 
George A. Davis of the Oklahoma State National 
Guard. 


The Annual Banquet, with Dr. E. T. Olsen. 
presiding, included an address on the “Contribu- 
tion of Hospitals to Public Health” by Dr. Grady 
Mathews, Commissioner of Health of the State 
of Oklahoma. 


The Friday morning session included papers 
on “The Patient” by Joseph Bush of the Bone 
and Joint Hospital at Oklahoma City and “Factors 
in Food Control” by Ann Hains of the St. An- 
thony Hospital at Oklahoma City. Group Hos- 
pitalization was discussed by W. E. Hightower 
and Walter E. McGee of Group Hospital Service, 
following which was held the Business Session of 
the Association. Dr. Olsen presented a report 
of the House of Delegates meeting of the Ameri- 
can Hospital Association. 


The officers elected are as follows: President, 
Dr. L. E. Emanuel, Cottage Hospital, Chickasha; 
Vice-President, E. U. Benson, Masonic Hospital, 
Cushing; Secretary-Treasurer, Joseph Bush, Bone 
and Joint Hospital, Oklahoma City. Dr. L. E. 
Emanuel was elected Delegate and E. U. Benson 
was elected Alternate. 





Kansas State Hospital Association 


The Kansas State Hospital Association met in 
Salina, Kansas, November 8 and 9. The president, 
Rev. J. E. Lander, financial secretary of Wesley 
Hospital, Wichita, and the secretary-treasurer, 
Dorothy H. McMasters, R.N., superintendent of 
William Newton Memorial Hospital, Winfield, 
arranged an interesting program for the two-day 
sessions. 


At the opening morning session, President 
Lander delivered his presidential address; Frank 
J. Walter, superintendent of St. Luke’s Hospital, 
Denver, Colorado, addressed the association on 
“Personal Management”; and Clarence Munns, 
secretary of the State Medical Society, Topeka, 
delivered an address on “Organization Problems.” 


At the afternoon session Dr. Lewis G. Allen, 
president of the Kansas Association of Radiolo- 
gists, Kansas City, discussed “The Relation of the 
Department of Radiology to the Voluntary Hos- 
pital,” and The Most Reverend Frank A. Thill, 
Bishop of Concordia, was the featured speaker. 
This session closed with a round table conducted 
by Frank J. Walter. 
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Dr. Davis L. MacFarlane of Emporia was the 
guest speaker at the Banquet held Friday night. 


On Saturday morning, after the business ses- 
sion, Ella Jane Meiller, chairman of the Commit- 
tee on Dietetic Training at Kansas State College, 
Manhattan, discussed “The Dietary Department 
in a Small Hospital,” and Mrs. Albert Miller, 
chairman of the Home and Community Committee 
under the Kansas Farm Bureau, Dodge City, dis- 
cussed “Group Hospital Insurance.” Alden B. 
Mills, managing editor of Modern Hospital, was 
the guest speaker at the luncheon. 





New Jersey Hospital Association 


The New Jersey Hospital Association held its 
fall meeting on November 14 at the New Jersey 
Sanatorium for Tuberculosis Diseases, Glen Gard- 
ner, with the president of the Association, F. 
Stanley Howe, director of Orange Memorial Hos- 
pital, Orange, presiding. 


The address of welcome was delivered by Dr. 
Samuel B. English, superintendent of the New 
Jersey Sanatorium for Tuberculosis Diseases. 
Dr. Norman M. Scott, secretary of the New Jersey 
Medical Preparedness Committee, Trenton, ad- 
dressed the Association on “Preparedness,” and 
Eleanor E. Hamilton, administrator of Presby- 
terian Hospital, Newark, led the discussion. Rev. 
John G. Martin, superintendent of Hospital of St. 
Barnabas and for Women and Children, Newark, 
discussed “Accreditation for Schools of Nursing” ; 
Dr. Joseph R. Morrow, superintendent of Bergen 
Pines, Ridgewood, discussed “Tuberculosis Sym- 
posium”; and I. E. Behrman, director of Newark 
Beth Israel Hospital, Newark, discussed ‘All In- 
clusive Rates.” 


The session closed with a panel discussion on 
“Public Support for the Care of Indigent 
Patients,” led by the president, F. Stanley Howe. 





Texas Hospital Association 


Due to contemplated changes in the interior of 
the Galvez Hotel in Galveston, Texas, which had 
been selected as the convention hotel for the 1941 
meeting from February 27 to March 1, 1941, the 
Texas Hospital Association has changed the place 
of meeting to the Adolphus Hotel, Dallas. The 
dates of the meeting—February 27 to March 1— 
remain the same. 
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Resuscitation of the Newborn 


ELDON WEBB TICE, M.D., F.A.C.S. 


failure of the respiratory mechanism to func- 

tion. This is especially true in prematures. 
The newborn infant is a delicate organism and 
especially is this true of the premature infant. 
Our ability to make the respiratory mechanism 
function, usually determines whether the new- 
born will live or not. Of course, we cannot neg- 
lect the avoidance of trauma and maintenance of 
body temperature. 


Ts chief cause of death in the newborn is 


Almost all infants born at term are remarkably 
well developed and the respiratory center is suf- 
ficiently active to withstand chilling, crying, or 
ingestion of food. This is not true, however, of 
the prematures, and lack of care often causes 
disastrous results. 


“The mortality rate in the first 15 minutes 
of life is said to be as great as in any subsequent 
month.” The incidence of premature infants is 
five to fifteen per cent, and about sixty per cent 
die during the first days. This high mortality can 
and has been reduced by giving proper care imme- 
diately the infant is born. 


Clearing Respiratory Tract of Foreign Matter 


The first respiratory effort is that of inspira- 
tion and it is imperative that the respiratory 
tract be freed from any foreign matter that could 
possibly be inspired into the bronchial tree. In 
the majority of cases it is of marked advantage 
not to have the infant breathe at once, so that 
there will be time to remove the deleterious ma- 
terial from the oropharynx, larynx, and trachea. 


The attempt to resuscitate the newborn was 
very seldom done before the middle of the eight- 
eenth century with any degree of a scientific ap- 
proach. The suggested use of the tracheal cath- 
eter is not at all new. Marchetti well describes 
some of the earlier attempts. 


“The outstanding contributions of this 
earlier period were made by Paul Scheel in 
1798, when he was director of the Copen- 
hagen Lying-In. He again placed, as many 
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others had before him, the greatest amount 
of importance on clearing the air passages, 
and was the first to recommend aspiration 
of amniotic fluid from the trachea. He stated 
that before anything else, the mouth and 
pharynx of the newborn must be cleansed 
of mucus by means of a feather and the small 
finger; then the head should be held down- 
ward so that the fluid substances in the 
pharynx might drain into the posterior nares. 
This should be followed by mouth to mouth 
insufflation with moderate compression to- 
wards the trachea, and away from the esoph- 
agus, in order to prevent the entrance of 
air into the stomach. If, according to this 
procedure, the fluid did not flow out of the 
trachea, one should gently stroke the trachea 
again, with the baby’s head hanging down- 
ward, and again the air should be blown 
into the lungs by the mouth to mouth tech- 
nique. Should one not accomplish one’s pur- 
pose by carrying out these measures, then 
Scheel recommended clearing the trachea 
by passing a long flexible catheter into it, 
and by means of a syringe attached to the 
other end, draw out the fluid by suction. 
After that, he continued, one can even make 
atmospheric air accessible to the lungs with- 
out having to take care of distending the in- 
testinal canal through the esophagus. His 
procedure has been described in this paper 
in some detail purposely because, however 
crude and simple it was, there is much in 
the rationale that is fundamentally not un- 
like that which is practiced by the more 
commonly used and more refined methods 
of today.”* 





*Marchetti Resuscitation. American Journal of Surgery, 
February, 1937. 
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This was in 1798, about 140 years ago. 


In necropsies of 1,500 newborn infants, Kramp 
found that in only two per cent was death due 
to other causes than failure of respiration. Resus- 
citation must be done, we must maintain body 
temperature and provide adequate oxygenation. 


Various and sundry methods of resuscitation 
have been advocated since that remarkable ad- 
vance, but the basic facts still remain that the 
important factors are to clear the air passages 
and get oxygen into the pulmonary alveoli. 


Numerous systems and machines have been 
devised to resuscitate infants—those of Drinker, 
McKhann, Kreiselman, Kane, Swope and a few 
others. 


The Use of the Tracheal Catheter 


The best means of resuscitation is the tracheal 
catheter. By its use the airways can be cleared, 
and oxygen and carbon dioxide under controlled 
pressure forced into the lungs where it belongs, 
and not into the stomach. 


Some advocate the introduction of the catheter, 
using a laryngoscope. This, in my opinion, re- 
gardless of the skill of the operator, is more likely 
to traumatise than the tip of the finger. 


Resuscitation in infants must be done without 
trauma to the larynx and with absolute apprecia- 
tion of the necessity of adequate oxygenation of 
the respiratory neuromechanism. We know that 
the most potent element in respiratory paralysis is 
anoxia of the respiratory centers. Anoxia in in- 
fants elevates the threshold of the respiratory 
activity frequently to a point where it is entirely 
out of reach of any respiratory stimulant. How- 
ever, this threshold is very quickly brought down 
by the administration of oxygen to a point where 
it will respond to stimulants, either from within 
or without the body. 


The Use of Oxygen and Carbon Dioxide 


There have been objections to the use of car- 
bon dioxide in the resuscitation of the newborn 
These objections are valid only when we fail to 
consider the potency of anoxia in producing respi- 
ratory paralysis. In consideration of this there 
can be no objection to the use of ninety-five per 
cent oxygen and five per cent carbon dioxide in 
the resuscitation of any newborn infant. The 
rationale of this lies in the fact that, exclusive 
of massive atelectasis or major obstruction, the 
restoration of the irritability of this neuro-mech- 
anism by oxygen is so rapid that there is not 
time for production of acidosis by such a low 
carbon dioxide tension as five per cent. 
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In consideration of this physio-pathologica! 
status, namely,-:a high activity threshold due to 
anoxia, often contributed to by opiate depression, 
in the presence of a carbon dioxide content of the 
blood stream, which is already above normal, 
we can facilitate resuscitation by still further 
increasing the blood carbon dioxide within rea- 
son at the same time that we are lowering the 
threshold with oxygen. 


It has been our clinical experience at the Meth- 
odist Hospital in Los Angeles, that infants resus- 
citated with oxygen alone have a tendency to 
lapse back into apnea periodically during the first 
few hours, whereas in resuscitation with five per 
cent carbon dioxide in oxygen, such apneic lapses 
are much less frequent. In those cases which 
have been resuscitated with oxygen alone, we 
have found it necessary to resort to oxygen and 
carbon dioxide in the first or second lapse. At 
these times the readministration of oxygen alone 
fails to restore respiratory effort in the infant. 


Atelectasis 


Atelectasis is a problem. After all, we do not 
know why some of these lungs fail to open—we 
only know that some do fail to open. Our least 
illogical reasoning is that there is a retardation 
in the embriologic development of these lungs, so 
that some of them are not ready to open at the 
time of birth. 


If this atelectasis is a border line case, it might 
be opened by a sufficient increase in the intra- 
plueral negative pressure. The degree of nega- 
tive pressure depends on the degree of inspira- 
tory effort. Therefore, any respiratory stimu- 
lant in the presence of an active respiratory cen- 
ter may increase this intraplueral pressure suf- 
ficiently to open the lungs. Of all our respiratory 
stimulants carbon dioxide is outstanding, but it 
must be used with some degree of judgment. 


We have taken some flat plates of newborn 
infants, before resuscitation and after resuscita- 
tion, and four to six hours later. 


Before resuscitation, the lungs are solid. Im- 
mediately after resuscitation, to the point where 
we feel the baby will breathe of its own accord 
—usually five to ten minutes, the lungs are ap- 
parently eighty per cent open, in six to eight hours 
later, fully open. This, of course, in non-atelec- 
tatic cases. 


In the atlectic lung, which will not expand by 
increasing the intraplueral negative pressure, it 
is dangerous to use force. In a lung, let us say, 
for example, with one-fifth of the alveoli opened, 
any undue positive pressure in an effort to dilate 
this lung, will be more likely to rupture the al- 
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ready opened alveoli than to dilate the collapsed 
areas. 


We have had a number of cases that have lived 
from twenty to thirty hours in an atmosphere 
of high oxygen and then died. Upon necropsy 
it was found that so few of the alveoli had been 
opened that when these lungs were put in water 
they sank to the bottom. 


Passing the Tracheal Catheter 


The passage of the tracheal catheter by touch 
is a rather simple and easy procedure. A silk 
catheter, size ten to fourteen French, is all that 
is needed. All the nurses in the delivery room 
and the nurseries, as well as the residents at our 
hospital, are shown how to introduce the cathe- 
ter. A little experience on a stillborn is all that 
is necessary to make them proficient. 


We could describe how the left index finger 
is inserted into the oropharynx, lifting the epig- 
lottis and feeling the rima of the larynx. The 





catheter is then passed along the dorsum of the 
finger and guided into the larynx and trachea. 
But, the only way this can be learned is to see 
it done and practice it on a stillborn infant. 


In necropsies on thirty-one babies which died 
from other causes after being resuscitated and 
on which tracheal catheters had been passed sev- 
eral times, there was no edema of the larynx or 
any injury to the trachea. 


Once the catheter is passed into the larynx 
and trachea, aspiration of debris is a simple mat- 
ter of gentle suction. With the airways kept 
open by the catheter, passive respiration can be 
maintained easily until the infant breathes or 
dies. The selection of the right type of bag is 
of marked importance. Any rebreathing bag can 
be used with care, but a soft rubber bag which 
on rather firm pressure will register only twenty 
to thirty millimeters at the tip of the catheter, 
is the safe bag to use. The lungs will not be dam- 
aged with this amount of pressure. 





Gladys Brandt Goes to Louisville 


Gladys Brandt, R.N., who has been the super- 
intendent of Cass County Hospital, Logansport, 
Indiana, since 1926, has resigned to accept the 
superintendency of the Children’s Free Hospital, 
Louisville, Kentucky, effective January 1. 


Miss Brandt is a leader in the field of hospital 
administration. She is a fellow of the American 
College of Hospital Administrators. She has 
served successively as treasurer, executive secre- 
tary, and president of the Indiana Hospital Asso- 
ciation. 
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National Tuberculosis Association 
Releases Film 


The National Tuberculosis Association recently 
released the film, “They Do Come Back,” as part 
of its educational campaign. 


The film will be distributed by state and local 
tuberculosis associations affiliated with the na- 
tional organization. The running time of the 
film is twenty minutes. 

—* 


Dr. Lawson Shackelford Resigns 


Dr. W. Lawson Shakelford, superintendent of 
the Good Samaritan Hospital, West Palm Beach, 
Florida, has resigned, effective February 1, 1941. 


Dr. Shackelford has been with the Good Samari- 
tan for the past ten years. He was formerly 
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superintendent of the East Coast Hospital, St. 
Augustine, Florida. 





John E. Ransom Goes to New York 


John E. Ransom, assistant director of Johns 
Hopkins Hospital, Baltimore, Maryland, has re- 
signed that position to become executive secretary 
of the Hospital Council of Greater New York ef- 
fective January 1, 1941. 


Mr. Ransom is one of the deans in the field of 
hospital administration. He has been life member 
of the American Hospital Association since 1916. 
He was superintendent of the Michael Reese Dis- 
pensary, Chicago, in 1925 when he was called to 
the superintendency of the Toledo Hospital, To- 
ledo, Ohio, where he remained until 1929. 


Mr. Ransom became assistant director of Johns 
Hopkins Hospital, Baltimore, Maryland, in 1930, 
and leaves that position to accept the position as 
executive secretary of the Hospital Council of 
Greater New York. 


In 1924 Mr. Ransom served as acting secretary 
of the American Hospital Association, during Dr. 
Warner’s illness, and remained in that position 
until the appointment of Dr. William H. Walsh 
as executive secretary in 1925. 


Mr. Ransom has served as consultant in health 
administration in different parts of the country. 
In 1925 he made a survey of the medical needs 
and problems of the Juvenile Courts of Cook 
County, Illinois. 





Bad Debts 


C. D. JEFFRIES 


information from individual hospitals per- 

taining to the subject of bad debts. Articles 
in our hospital journals and transactions of our 
state and national associations have furnished 
some light on what others are doing, although 
not in very great detail so far as I have been able 
to discover. Undoubtedly, we all agree that the 
collection of charges for services to patients is 
an important subject. 


N’ attempt has been made to obtain detailed 


State aided hospitals in Pennsylvania are col- 
lecting from patients somewhere in the neigh- 
borhood of twenty-five million dollars each year. 
This is a large sum and is the principal source 
of our income, perhaps as much as 70 per cent 
of our combined total income. The details of its 
collection are worthy of consideration. How do 
the 164 hospitals in this group go about collect- 
ing their bills? Do we all follow the same gen- 
eral rules? Do we all obtain the same results? 
Are some of the questions that might be asked. 


Naturally we do not all follow exactly the same 
rules, nor do we all obtain the same results, nor 
exactly the same costs in any department. We 
merely work toward standardization. The ma- 
jority of our hospitals are constantly finding new 
and better ways of doing things. Our house- 
keeping departments, our nursing departments, 
our food service and other departments are con- 
stantly being compared, one with the other, in 
costs and in services. Comparable costs and 
comparable results are usually obtained in all our 
service departments when due allowances are 
made for local conditions. Of course, there are 
considerable differences in costs; perhaps as much 
as 50 per cent in almost all departments. 


In considering losses incurred through bad’ 


debts we might also expect considerable differ- 
ences in such losses even though generally speak- 
ing we are all engaged in the same kind of work 
for the same kind of people. We are all caring for 
the poor, for the so-called middle class, and for the 
well-to-do, in varying proportions. 


100 


The Author 
@C. D. Jeffries is Superintendent of the 
Christian H. Buhl Hospital, Sharon, Penn- 
_ sylvania. 








What does the record show here? 


We have on record, hospitals reporting the 
collection of 99 per cent of all charges for services 
to patients while others admit of the loss of more 
than 25 per cent of all charges. Obviously our 
methods of collection must be very different when 
one hospital loses 25 per cent more than another 
hospital in performing the same kind of work 
for the same kind of people. In assuming that 
these reports are accurate one must also assume 
that it is possible to collect 99 per cent of our 
bills and also that it is possible to lose as much 
as 25 per cent or even more as undoubtedly these 
hospitals reporting losses of 25 per cent make 
some efforts to collect. Though not very effective 
efforts, as there must be in almost any commu- 
nity somewhere near 75 per cent of the citizens 
who will pay their bills of their own volition, 
without prompting. 


Keeping in Mind the Best Interests of Patients 


In intelligently approaching the subject of bad 
debts we should keep uppermost in our minds the 
best interests of our patients. What will best 
promote their welfare. Undoubtedly every ad- 
ministrator of a hospital thinks he is following 
the best possible course in collection methods. 
There is a “best course” as in all things, but we 
cannot all be following it or else we would not 
be obtaining such varying results. 


All our state aided hospitals give free services 
to patients who have established inability to pay. 
Funds to pay for free services are obtained from 
special sources. We all, I hope, adequately care 
for this type of citizen. This discussion does not 
deal with free service as there is no relationship 
between bad debts and free services. Free service 
is for those patients who have established inabil- 
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ity to pay. We are discussing here the patient 
who has acknowledge ability to pay. Who has 
been accepted as a paying patient. 


If carefully controlled we can usually obtain 
adequate funds from private donations and from 
public sources to give necessary free services. 
We cannot obtain such funds to meet the losses 
incurred by non-collection of accounts. How 
then may these losses be made up? There is only 
one source. We charge the fellow who pays, 
more than we would otherwise charge him. We 
do not add the item “bad debts” on his bill, but it 
is there just the same. 


If a hospital loses 25 per cent through bad debts 
it must charge the 75 per cent of its patients, 
who pay their bills 3314 per cent more than would 
be necessary if all paid. If there is any other 
solution.I have not discovered it. If we follow 
the easy course in collection methods and lose 
25 per cent of our charges, will it work out so 
that no one is hurt? Can payment of the extra 
3314 per cent added to the accounts of those who 
pay, be made without hardship? Will there be no 
feeling that the hospital is charging excessive 
rates? 


The Good Will Factor 


There is another factor to be considered, and 
that factor is good will. How does an aggressive 
policy of collecting affect the popularity of the 
hospital? Will we create more friends by pretty 
generally accepting the patients’ decision as to 
payment? Do those who have paid their bills 
dislike us? Do those who have failed to pay all 
like us? Is it worth incurring the enmity of 
the patient by requiring payment if it appears 
collecting the account will produce this result? 


Collection of all our accounts in full would be 
the equitable way but it appears impractical to 
do this. To safeguard against all loss we must 
necessarily require payment in advance before 
performing any service. To properly approach 
this subject it seems we must consider how close 
to 100 per cent collections we can come and re- 
main practical. And maintain a sympathetic 
attitude. And be willing to accept a patient who 
has not on hand the necessary money to pay but 
who appears willing and able to pay if given time 
to do so. 


No two administrators will think exactly alike 
on the subject of bad debts, nor will any two 
administrators produce exactly the same results. 
There must, however, be some way of narrowing 
present limits by freer and more frequent discus- 
sions. Bad debts are costing some of us more 
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than the total operating cost of any single depart- 
ment of the hospital while to others this item 
is negligible. The results obtained by our collec- 
tion policies in Sharon may be of interest. 


Fluctuation in Bad Debts 


My early training and subsequent ebservation 
has led me to believe that bad debts should nor- 
mally fluctuate between 2 per cent and 3 per cent 
of the total charges in a general nonprofit hos- 
pital that accepts free patients. I have no ex- 
perience with any hospital that only accepts 
patients who can pay. 


I believe we should all maintain a general rule 
that all patients must pay in full before discharge 
and that all patients be informed of this regula- 
tion at the time of admission. This invites a 
statement from the patient as to his ability to 
meet the bill. If he states he cannot pay under 
this plan we may then determine whether or not 
we should, in our best judgment make different . 
arrangements. Allowing for payment at some 
future time, or to admit the patient as a staff 
patient for free or part free services. 


This is the rule we follow in Sharon. We make 
frequent exceptions to our regulations requiring 
full payment before discharge. These exceptions 
are made in an average of approximately 10 per 
cent of all patients admitted—in about 17 per 
cent of all patients after allowing for those cov- 
ered by compensation and hospitalization plans. 
These exceptions apply to practically all types of 
patients excepting those admitted for child birth. 
We almost never allow for deferred payment for 
maternity care. Consequently, we have practi- 
cally no loss in this particular type of case. About 
.3 per cent, according to a study covering every 
case admitted during 1936 fiscal year. We do ad- 
mit maternity patients for free care. Free serv- 
ices in this department amounted to 13.8 per cent 
during 1936 as compared with total free services 
of 35.4 per cent during that year. 


Insofar as losses through bad debts and ex- 
pense of caring for free patients are concerned, 
maternity patients appear to be by a considerable 
margin the lowest of all types of patients. 


Our Experience in Bad Debt Losses 


Our losses through bad debts has been 4.6 per 
cent during the 11-year period from June 1, 1928, 
to May 31, 1939. This does not appear to meas- 
ure up to my yardstick of a good collector. As 
previously stated I feel that the losses should nor- 
mally be between 2 per cent and 3 per cent. My 
explanation for this excessive loss is, that we 
have had several periods of declining employment 
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during the past 11 years. We have made arrange- 
ments with large numbers of patients for deferred 
payments from salaries and wages. An abnor- 
mally high percentage of these people have per- 
manently, or temporarily, lost their jobs and have 
consequently been unable to pay. Should we ar- 
rive at a period when there are no violent fluctua- 
tions in employment then I feel sure our losses 
will be much less than they now are. 


In no event, however, will we recover substan- 
tial amounts charged off during this period. Our 
bad debt file, however, is a gold mine of informa- 
tion. Containing as it does many hundreds of 
accounts we use it in watching for re-admissions. 
Our own credit information as far as it goes is 
far superior to that furnished by commercial 
credit plans. The fact that a man does or does 
not pay his grocery bills does not always mean 
that he will or will not pay a hospital bill. 


Highway Accidents 


Here we have many patients where it appears 
desirable not to apply the usual procedure in re- 
spect to free service. If the patient indicates in- 
ability to pay we inquire into the probability of 
recovery from a third party. Often there is an 
insurance company involved. If the indications 
appear at all likely that a responsible third party 
will assume any liability we never enter the pa- 
tient as a free patient. For this reason our free 
service in highway accident cases is far below the 
average for all patients as a whole. Free service 
in these cases was 8.7 per cent during the 1936 
fiscal year as compared with total free service of 
35.4 per cent. 


Due to frequent failure by the patient to effect 
anticipated recovery from a third party, uncol- 
lectable accounts are abnormally high in these 
cases. Our bad accounts for highway accidents 
for 1936 fiscal year was 6.8 per cent as compared 
with 3.7 per cent for all accounts. 


These figures are not conclusive of long range 
‘results. Due to the amount of work involved it 
has been impractical to obtain figures for a period 
of years. There were 197 highway accident cases 
admitted during the year of this study. 


Due to the fact that often we do not know for 
2 or 3 years or more whether or not collection will 
be effected it is impossible to give accurate results 
in any recent period and for this reason I chose the 
year ending May 31, 1936, for this study. — 


In highway accident cases where the patient is 
unable to pay it is important to keep in touch with 
the patient and his attorney, if an attorney has 
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been consulted. Also to record the name of the 
insurance company if one is involved. If we do 
not do this, frequently there will be a settlement 
with the hospital left holding the bag. 


Mechanics of Accounting for Bad Debts 


Many administrators are doubtless familiar with 
the customary procedure of making provision for 
bad debts on financial records. At the end of 
each month, or other accounting period, an esti- 
mate is made of the uncollectable amount of the 
unpaid bills accumulating during the period. These 
are only estimates as actual determination as to 
losses lie many months in the future. It is 
necessary to make this provision to arrive at ap- 
proximately the correct results in financial state- 
ments. Good accounting procedure requires this 
Do esti- 
mates agree approximately with final results as 
determined by actual losses? In the long run if 
understandingly and intelligently applied the re- 
serve set up in this fashion will be to all practi- 
cal purposes correct. Month by month and even 
year by year the actual figures will often be very 
different from the allowances set up. To illus- 
trate: During 1929 fiscal year apparently we 
thought at Buhl Hospital that almost all charges 
would be collected. We set up an allowance of 
1.4 per cent of charges for bad debts during that 
year. When all our accounts were closed by pay- 
ment or by transfer to the bad debt files we find 
that instead of 1.4 per cent as anticipated, the 
actual loss was 4.2 per cent of all charges. An- 
other illustration: During 1933 fiscal year, we 
were not so optimistic apparently. We made an 
allowance of 12.9 per cent for bad debts during 
that year. The final story was 6.1 per cent actual 
loss. There is very likely to be wide discrepancies 
when comparing actual losses with anticipated 
losses in times of extreme fluctuations in indus- 
trial activity. At least in industrial centers such 
as Sharon. There is probably more stability in 
agricultural centers. Being largely an industria! 
state, perhaps almost all Pennsylvania communi- 
ties may be roughly compared with our own com- 
munity in this respect. 


Mechanics of Collecting Accounts 


On admission the admitting clerk informs the 
patient or responsible relative of our regulation 
requiring payment each week and in full before 
discharge. A printed folder is also provided giv- 
ing this information as well as rate of the pa- 
tient’s room, rates of special services, visiting 
hours, and other regulations. If there is no sug- 
gestion that payments cannot be met according to 
this requirement, the patient is admitted without 
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further formality. A bill for one week is sent to 
the room usually the second day after admission. 


If inability to pay is suggested the matter is 
referred to me as superintendent for decision. 
If I am not available at the time the patient is 
admitted, either the admitting clerk or the di- 
rector of nursing makes the decision. Usually 
by arrangements to suit the patient’s wishes as 
to type of accommodation, details of payment to 
be worked out with myself as superintendent. 


In the absence of special arrangements full pay- 
ment of all charges is required at the time of 
discharge of the patient. 


Arrangements for Deferred Payments 


Special arrangements involving deferred pay- 
ments may involve payments from proceeds of 
settlement to be effected later from a third party 
as in the case of highway and other accidents. 
It may involve payment from the proceeds of 
sick or accident insurance and in recent months 
very frequently from the proceeds of commercial 
hospitalization plans. The most frequent ar- 
rangement for deferred payment is from salaries 
and wages. Usually an agreement is reached 
whereby so much is to be paid each pay day until 
final settlement is effected. 


Where settlement of the hospital account is ex- 
pected from the proceeds of liability of a third 
party as in the case of highway accidents, we 
obtain the name of the insurance company in- 
volved, the name of the attorney, if one has been 
consulted. Where settlement is delayed for any 
considerable length of time we get in touch with 
these at frequent intervals and find out what 
progress is being made towards settlement. We 
keep the matter of the hospital account constantly 
before them. In almost every case we receive 
the cooperation of the patient’s attorney and 
also of the insurance carrier so that when settle- 
ment is effected the hospital bill is paid. 


Where settlement is expected from salary or 
wages we note on the account very clearly exactly 
the amounts and dates of payments agreed upon. 
We watch such accounts carefully and if one or 
two payments are missed we turn the account 
over to our full time collector who does nothing 
but collect our own accounts. The collector con- 
tacts the debtor to find out what the difficulty 
is. Sometimes the patient is out of work or is 
working insufficiently to allow for payment on 
the account. Such situations are very frequent and 
we expect them and accept them. If it appears 
necessary, we check with the employer if in doubt 
as to the truthfulness of the statement made by 
the patient. Frequently we find that the status 
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of the patient has not changed; that is, that the 
income is as it was at the time the agreement 
was made and that he merely is not paying. In 
this situation we try to bring pressure through 
the employer or in any other way that appears 


feasible. Frequently we bring suit through an 
alderman, whether or not there is any visible 
property whereby collection of a judgment can 
be expected. In a high percentage of such cases 
merely a threat of suit is sufficient to bring about 
settlement. We have never as yet in any case 
actually sold property of a patient although we 
have gone as far as to post bills of sale as required 
by law. 


This general procedure is followed where it 
appears the patient is evading payments. 


We write very few letters as we do not feel 
the results obtained are sufficient to warrant an 
attempt to collect by correspondence. Much 
valuable time is lost through attempts to collect 
by correspondence and even a few weeks’ delay 
in getting the debtor in the frame of mind to 
pay, makes it that much harder or makes our 
losses that much greater. A collector who has 
tact and reasonably good judgment can usually 
determine quickly what course is best to take. 
Our collector reports to me each morning to dis- 
cuss results and all questions arising pertaining 
to the collection of accounts. 


As a general rule we do not give accounts to 
attorneys for collection. While they may accept 
such accounts they are frequently not very much 
interested and better results can be obtained in 
nearly every case without an attorney’s assist- 
ance. 


We do not hesitate to act quickly and aggres- 
sively in our collection methods and we usually 
find that there is better feeling towards the hos- 
pital after the account has been settled than 
during the time that the account is owing and 
in arrears. Very often friendly relations are 
reestablished following the use of force in the 
process of collection. 


Procedures in Handling Patient’s Accounts 


My own thoughts in respect to the handling 
of patient’s accounts may be summarized as fol- 
lows: 


1. Never charge any patient more or less than 
any other patient is charged for like services. 
This does not preclude allowing discounts to phy- 
sicians, nurses, and clergymen at rates estab- 
lished by the hospital board. 


2 Maintain a policy of collecting all of the 


HOSPITALS 














WILSON GLOVES 


aR y, LA 


FOR THIS SYRINGE 


@ This is not a “‘two-for-one” sale but just 
another way of calling your attention to 
the greater economy of both Wiltex and 
Wilco Liquid Latex Surgeon’s Gloves. 
Actual Hospital tests prove that their extra 
long life (50 sterilizations for Wiltex and 
30 for Wilco) makes possible a savings that, 
over a year’s period, will buy many modern 
syringes. Then, too, the extra comfort and 
gteater flexibility of these internationally 
famous gloves gives Doctors, Surgeons, 
and Nurses the freedom they must have. 
Ask your Surgical Supply Dealer 

for Wiltex or Wilco, the gloves yy 
that last longer. 





The WILSON RUBBER CO. 


World's Largest Manufacturers of Rubber Sloues 
CANTON, OHIO 





Sole Canadian Agents 
J. F. HARTZ CO., Ltp. - TORONTO - MONTREAL 


December, 1940 








How many times CAN YOU 
LAUNDER YOUR SHEETS? 


Pertinent questions such as this bring 
out the differences between economical 
buying and costly purchasing of hos- 
pital supplies .... in all departments. 


Few hospitals have the time or facil- 
ities for pre-testing . . . or for critical, 
searching examinations and compari- 
sons of materials. It is because Will 
Ross has undertaken this work on a 
broad, conscientious scale that so many 
hospitals pin their faith on our name 
and guarantee. 


Our responsibility takes in more than 
6,000 items. Honest contacts with hos- 
pitals . . . and a regular procedure of 
testing, checking, rejecting and careful 
selection ... have helped us build up a 
stock of merchandise that gives satis- 
factory hospital service. 


It is better to know before the purchase 
that needed hospital supplies and equip- 
ment will give good service, rather than 
after you have spent your money. 


Consult your Will Ross catalog and the 
Will Ross representative regularly. 


*Will Ross makes it easy for 
hospitals to check the laun- 
dering and wearing quali- 
ties of sheets. A label, with 
space for dating, is sewn 
into the hem of every W hite 
Knight sheet. When the 
sheet is put into use, it can 
be service-dated. Out of 
this have come amazing 

Service records. 
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amount of the account before the patient is dis- 
charged excepting where special arrangements 
have been made at the time of admission. 


3 Never allow discounts for payment in full 
at the time the patient is discharged. To do this 
will indicate willingness to do a credit business. 


4 Never settle any account for less than the 
full amount of the charges. There will frequently 
come the temptation to accept a substantial pay- 
ment as full settlement, but to do this will invite 
difficulty with other accounts. It is always better 
to lose the entire amount of an account than to 
settle on any other basis than full payment. 


5 Maintain a full time collector if the size of 
your hospital warrants it. Be careful in his 
selection. Instruct him to obtain the money with 
the least possible delay and as far as practicable 
by friendly persuasion. 


6 Act quickly in contacting a debtor when 
an account becomes delinquent. If you have a 
collector he is usually the man to make the first 
contact. 


7 Never accept a patient as a paying patient 
where eventual payment cannot reasonably be 
expected. 





8 While it appears possible we may so man- 
age our affairs that almost 100 per cent of our 
charges to patients can be collected, this cannot 
be accomplished and properly meet our obliga- 
tions to the many patients coming to us tem- 
porarily in financial difficulties. As before stated 
in normal times, I feel, that our collections 
should fluctuate between 97 and 98 per cent of 
total charges. To maintain an average higher 
than this figure would indicate that we may be 
dealing too arbitrarily in our collection methods. 
Where the losses are much greater than 3 per 
cent we are probably too lax in our collection 
methods or we are accepting paying patients 
without reasonable assurance of eventual settle- 
ment. 


9 Adequate care of the patient is our first 
consideration. Low rates is a close second. The 
biggest factor in maintaining low rates is a high 
percentage of collections. 


My conclusion, based on considerable experi- 
ence, is that similar collection methods would 
produce much the same results in all our hospitals. 
The fact that some of us are losing 25 per cent as 
much as others is at least an indication that there 
should be more thought and collaboration on the 
subject of “bad debts.” 
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DISHWATER Haves 


Telltale is the evidence of using harsh, irritating 
scrub-up soaps. But far more damaging, though un- 
seen, is the dulling of that precious sense of touch so 
vital to skilled surgery. No wonder so many surgeons 
insist on SEPTISOL. 


7 on 
Septisol Surgical Soap 
is scientifically prepared from pure Olive Oil, Cochin 
Cocoanut Oil, and other fine vegetable oils. Made es- 
posters for scrub-up rooms. Gives a thick, creamy 
ather. Helps eliminate danger of infection and rough- 
ness that comes from use of harsh, irritating soaps. 
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SEPTISOL DISPENSERS 

Rank First with Hospital Superintendents and Surgeons 
1. Control Valve -- Permits regulating flow of soap from few drops 
to full ounce. Eliminates waste. 
2. No dripping. No hardening. Unused soap flows back into re- 
ceptacle. Safe - sanitary. 
3. Spout swings from left to right. Puts soap where you want it. Spout 
is removable for easy filling.- 
4. Air Intake Valve. Foot operated--pneumatic pressure does the work. 









Septisol Dispensers are furnished in three models -- 
Double Portable, Single Portable and Wall Type. 
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THE HOSPITAL BOOK SHELF 


TEXTBOOK OF PHARMACOLOGY FOR 
NURSES. Margene O. Faddis, R. N., M. A., and 
Joseph M. Hayman, Jr., B. A., M.D. J. B. Lipp- 
incott Company. 1940. $3.00. 

This new text is written by a nurse-teacher of 
pharmacology and from the viewpoint of the 
nurse. The subject matter is arranged in accord- 
ance with the unit plan of the curriculum guide 
and discussed drugs recognized by the U.S. P., 
N.F., and N.N.R. 

The subject matter has been coordinated with 
that of the other Lippincott manuals, “Surgical 
Nursing,” by Eliason, Ferguson, and Farrard, and 
“Essentials of Medicine,” by Emerson and Taylor, 
and with them from a triad well suited to the use 
of the teacher. 

The individual chapters are so arranged as to 
assist the orientation of the student, and include 
objective type questions to assist the student in 
applying principles to actual ward situations. 

eee Oa 

NURSING TECHNIQUE. Irene V. Kelley, R.N., 
B.S. W. B. Saunders Company. Fourth Edi- 
tion. 1940. $3.75. 

This is essentially a procedure book, arranged to 
meeting the requirements of the Curriculum 


Guide for Schools for Nursing, and integrating . 


the procedures for medical and surgical nursing 

as contemplated in the Guide. 

Much new technical material has been added, 
including technics for the newer therapeutic pro- 
cedures and new teaching and learning helps. 

natbietailinabeticinta: 

THE 1940 YEARBOOK OF PUBLIC HEALTH. 
J. C. Geiger, M.D. Year Book Publishers, Chi- 
cago. 1940. $3.00. 

This very valuable and handy yearbook is a 
series of abstracts of the principal literature of 
the public health field, published during 1939 and 
the early part of 1940. 

Reference to the original article is given in each 
instance, thus constituting the book not only a 
handy survey of the entire field, but enabling the 
reader to find the original sources on subjects 
in which he is interested in more details than are 
possible in a volume of this size. 

Subjects covered embrace the entire field from 
administration and epidemiology to medical 
hygiene and public health nursing. 

sinners 

MAKERS OF NURSING HISTORY. Meta Rutter 
Pennock. Lakeside Publishing Company, New 
York. 1940. $2.50. 
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This little volume contains portraits and pen 
sketches of 109 of the women who have made 
nursing history. 

Professions are made by the great personalities 
who enter them. The profession may serve as its 
own end or may be only a background for some 
allied or broader activity. 

But regardless of technical excellence, no pro- 
fessional person can appreciate even his own place 
in the profession or its possibilities without the 
inspiration of the great characters who have been 
its leaders. 

‘cate nial 
OBSTETRICS-NURSES HANDBOOK. Louise 

Zabriskie, R.N. J. B. Lippincott Company, 

1940. Sixth edition. $3.00. 

This handbook is arranged on the unit plan, 
very fully illustrated, and includes a key for self- 
evaluation lists, an exhaustive glossary and a sup- 
plemental guide for the teacher in methods of 
teaching the subject. 

The revisions permit discussion of the newer 
developments in obstetrics and a general con- 
sideration of the maternity situation in the United 
States as a whole. 

eine 
SURGICAL NURSING. E. L. Eliason, A.B., 

M.D., Se. P., F. A.C.S.; L. Kraeer Ferguson, 

M. D., F. A. C. 8., and Evelyn M. Farrard, R. N., 

B.S. J. B. Lippincott Company. 1940. 

Sixth edition—revised and reset. $3.00. 


ESSENTIALS OF MEDICINE. Charles Phillips 
Emerson, Jr., M. D., and Jane Elizabeth Taylor, 
R.N., B.S., M. Ed. J. B. Lippincott Company. 
1940. Fourteenth edition—revised and re- 
edited. $3.00. 

These new editions of standard texts have not 
only been revised to conform to the unit plan of 
the curriculum guide, but have been written in 
close cooperation with each other in order to facil- 
itate their use in the teaching of combined courses 
in medical and surgical nursing. 

Both have incorporated the latest material in 
their particular field, and should continue to be 
standard for both teacher and student of nursing. 

Sioeitaiaiiieaidtics 


HOTEL ENGINEERING — WATER CONSUMPTION, 
CosT AND SAVING. Georges C. St. Laurent. 
American Hotel Association. 1940. 32 pages. 
$1.00. 

A comprehensive study of the amount of water 
consumed by hotels of various sizes and types. 
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Foods styled to the particular needs 
of Hotels, Restaurants and Institu- 
tions. Patterned to merit public 
favor, and to be served with profit. 


John Sexton & Co.-Chicago-Brooklyn 








Two CENTS 
A MONTH 


That is all it costs 
an advertiser in HOS- 
PITALS to reach the 
individual reader with 
a page of advertising 


each month. 
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STEVENS HOTEL 


Refinite Installation 
Paid for Itself in— 


7 Months 14 Days 


ie hal tnd a ee bh, On tn) OS. 
Re RE ae eee 





@ After one year of operation with a Refinite Water 
Softener, the gigantic Stevens Hotel in Chicago re- 
leases the following figures: The savings in produc- 
tive washroom (laundry) supplies alone paid for the 
softener in seven months and 14 days. Linen re- 
placements have been reduced 25 per cent, which 
means a saving of $10,000 per year. Whiteness re- 
tention has been increased from 93.4% to 98.3% in 
laundered linens. THESE ARE FACTS! Think of 
the savings possible in YOUR OWN institution. 
Write today for free water analysis and free dem- 
onstration! 


WRITE FOR DETAILS TODAY 
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News Notes of Interest to the Hospital Field 


Muriel M. Avery, R.N., resigned as superin- 
tendent of the Waldo County General Hospital, 
Belfast, Maine, and Harriet T. Blanch, R.N., has 
been named as her successor. 


sodosaatiinlenios 

John O. Cederberg has assumed his duties as 
superintendent of the new Marinette General Hos- 
pital, Marinette, Wisconsin. 


siciaelliliadetnin 

Carolyn Champion has resigned as superinten- 
dent of the Schirrman Hospital, Portsmouth, Ohio, 
and Mrs. Florence B. Dawson has been named as 


her successor. 
——_< 


Dr. Edwin L. Demuth, who is completing a resi- 
dent appointment on the Neuropsychiatric Divi- 
sion of the Montefiore Hospital, New York City, 
has been appointed assistant director of Monte- 
fiore Hospital, to succeed Dr. J. Masur, who re- 
signed to accept the direetorship of Lebanon Hos- 
pital, New York City. 

ecdalibigaera ds 

Dr. Lewis B. Galison has been appointed assist- 
ant director of the Jewish Hospital, Brooklyn, 
New York, succeeding Dr. Dennison Young, who 
resigned. 


a ne: 

Dr. G. C. Goodwin has been appointed director 
of the Roanoke Tuberculosis Sanatorium, Roanoke, 
Virginia, succeeding Dr. J. E. K. Flannagan, who 
resigned. 


a 

Walter A. Heath has been appointed manager 
of Tacoma General Hospital, Tacoma, Washing- 
ton, succeeding Clarence J. Cummings, who re- 
signed because of ill health. 


acetal 

Dr. Louis M. Hickernell will serve as acting su- 
perintendent of University Hospital of the Good 
Shepherd, Syracuse, New York, until a permanent 
appointment is made. 


—_— p__—_. 

Mrs. Olive Hubbard has succeeded Frances 

Reinish as superintendent of Brookfield Hospital, 
Brookfield, Missouri. 


a a 

Magdalene Jackson, for the last sixteen years 
superintendent of the Druid City Hospital, Tusca- 
loosa, Alabama, has resigned. Bethemy Hilsman 
has been named as Miss Jackson’s successor. 


—_—@ 
Mrs. Daniel Linehan is superintendent of Uni- 
versity Heights Hospital, New York City. 
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Mrs. Elizabeth Lumpe has been appointed su- 
perintendent of Berger Hospital, Williamsport, 
Ohio, succeeding Blanche Stair, who resigned re- 
cently. Mrs. Lumpe had been a member of the 
nursing staff since the hospital opened over ten 
years ago. 

—_——_.——___. 

Ann C. McBride, formerly superintendent of 
The Community Hospital, Beloit, Kansas, has as- 
sumed her duties as superintendent of the Valley 
View Hospital, Ada, Oklahoma. 

—_p——— 

Cecilia McNerney, R.N., has been appointed 
superintendent of the New Prague Community 
Hospital, New Prague, Minnesota, succeeding 
Rose Helen Eddleston, R.N., who died recently. 

engines 

Elizabeth Miller, R.N., has resigned as super- 
intendent of Paul Kimball Hospital, Lakewood, 
New Jersey. 

ecsicisaiaiialicidigas 

S. R. Mitchell succeeded Albert T. Rich as busi- 
ness manager of the Malden Hospital, Malden, 
Massachusetts. 

caciamliihiataans 

Herbert N. Morford has resigned as administra- 
tor of Prospect Heights Hospital, Brooklyn, New 
York, and accepted the superintendency of the 
Litchfield County Hospital, Winchester, Winsted, 
Connecticut, effective December 1. 

ne Ca 

E. C. H. Pearson, superintendent of the Duval 
County Hospital, Jacksonville, Florida, has re- 
signed that position to accept the superintendency 
of the Good Samaritan Hospital, West Palm Beach, 
Florida, effective February 1, 1941. 

eh 

Dr. Arthur H. Perkins has accepted the appoint- 
ment as administrator of Riverside Hospital, New- 
port News, Virginia, effective October 24. Dr. 
Perkins was formerly medical director of the 
Norfolk General Hospital, Norfolk, Virginia. 

scotia 

Catherine L. Perry has resigned as superinten- 
dent of the Medical Mission Dispensary, Boston, 
Massachusetts, to accept the superintendency of 
Martha’s Vineyard Hospital, Oak Bluffs, Massa- 
chusetts, effective January 1. Miss Perry suc- 
ceeds Helen C. Doherty, who resigned after 
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CLASSIFIED ADVERTISEMENTS 


R ATES: Eight cents a word. The minimum advertisement is 25 words at a cost of $2.00, including address or key 

number of 5 words. All answers to keyed advertisements will be forwarded. Classified advertising copy 

must be received at the office of HOSPITALS, 18 E. Division St., Chicago, Illinois, by the fifteenth of the month preceding issue. 
Commercial announcements accepted at the same rate. Remittance must accompany classified advertisements. 
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POSITIONS OPEN (Continued) 





CHARLES S. PITCHER, F.A.C.H.A., Hospital Consultant 
1521 Spruce Street, Philadelphia, Pennsylvania and 
Rome, Pennsylvania 





POSITIONS WANTED 





AMERICAN HOSPITAL BUREAU (Agency) 
1825 Empire State Building 
New York City 
Charlotte M. Powell, R.N., Owner-Director 
Specializing in Superior Personnel 


ALL MEMBERS of our organization are—or have been— 
Executives in Hospitals or Schools of Nursing and are 
keenly interested in the intelligent placement of a su- 
perior type of personnel. 


AS WE charge no registration fee, our service can be a se- 
lective one and applicants are registered on the basis of 
Training, Experience and Personal Characteristics only. 

All information is carefully verified. 


WHETHER YOU are an Executive Officer seeking desirable 
personnel, or a member of the starf wishing to secure a 
more important position write to us and let us help you 
to find what you want. 





THE MEDICAL BUREAU 
M. Burneice Larson, Director 
Palmolive Building 
Chicago, Illinois 


RADIOLOGIST—Diplomate American Board of Radiology; 
academic and medical degrees, state university; three- 
year fellowship and year’s experience as instructor radi- 
ology; university graduate Sark several years’ associ- 


. ation in private practice. H12- 
, PATHOLOGIST—Certified iy American Board; four years, 
’ assistant professor. pathology and bacteriology; eight 


years, director of boeateties, fairly large hospital. 
’ H12-13. 


ADMINISTRATOR—Young lay administrator is available; 
A. degree, state university; excellent training in hos- 
pital administration; six years, superintendent fairly 

| large hospital; F.A.C.H.A. H12-14 


ADMINISTRATOR—Graduate nurse who has_ successfully 
served as superintendent of a small county hospital for 
4 twelve years is available; graduate of one of the coun- 
try’s outstanding schools; postgraduate training in pub- 

lic health nursing. H12-15. 


DIRECTOR OF NURSES—Ph.B. degree, state university; 
graduate of one of country’s leading training schools; 
four years, instructor of medical nursing, university hos- 
pital; three years, assistant professor of nursing, uni- 

™ versity hospital; four years, director of nurses, 275-bed 

hospital; markedly above average in personality, pro- 
bs fessional background and ability. H12-16. 


, TECHNICIAN—Registered; A.B., M.S. degrees; year’s excel- 
lent training under one of country’ s leading pathologists; 
p eight years’ experience. H12-18. 


DIETITIAN—B.S. degree, state university; eight years, 
assistant dietitian, doing special diets in large teaching 
hospital; three years, chief dietitian, 500-bed hospital; 
excellent administrator. H12-19. 








f POSITIONS OPEN 

se PSYCHIATRIST WANTED—Experienced in shock therapy, 
j fever therapy, and narcosis treatment; new fifty-bed hos- 
ioe pital in the South—Houston, Texas. Salary open. Ad- 


dress Box R-1 HOSPITALS. 








INTERSTATE HOSPITAL AND NURSES BUREAU 
Mary E. Surbray, R.N., Director 
332 Bulkley Ruilding 
Cleveland, Ohio 


ADMINISTRATOR: With experience. 150-bed hospital with 
building program. Central states. 


DIRECTOR OF NURSES: B.S. Degree, experience. 150-bed 
mid-western hospital, with school for nurses. 


DIRECTOR OF NURSES: Educational qualifications and ex- 
perience. 175-bed Ohio hospital, school for nurses. Ex- 
cellent salary. 


OPERATING ROOM SUPERVISOR: Post-graduate; experi- 
ence; ability to assume charge of active service. 250-bed 
Ohio *hospital. Salary open. January appointment. 
(b) 200-bed North Capetten hospital. 


ANAESTHETIST: 200-bed Massachusetts hospital; three an- 
aesthetists employed; excellent salary. (b) 150-bed Michi- 
gan hospital. 





AZNOE’S CENTRAL REGISTRY FOR NURSES 
Ann Ridley, Managing Director 
30 North Michigan Avenue 
Chicago, Illinois 


DIRECTRESS OF NURSES: (A) Preferably 35 or over, ex- 
perienced with graduate staff: 150-bed eastern hospital, 
attractively located, scenic university town; salary de- 
pendent qualifications. (B) College graduate with pre- 
vious teaching and executive experience; unusually at- 
tractive opportunity, highly rated middlewestern hos- 
pital — full maintenance, excellent living quar- 
ters. No. H-1. 


EDUCATIONAL DIRECTOR: Degrees in nursing education 
essential; desirable Texas appointment in 150-bed ac- 
credited hospital; salary open. No. H-2. 


ANESTHETIST: Must be outstanding applicant in ability 
and personality; opening in large progressive southern 
hospital, located picturesque city; salary open, will be 
above average. No. H-3. 


DIETITIAN: Applicants 30 to 35 years of age preferred; 
requires background of tuberculosis experience, includ- 
ing decentralized food service; interesting tropical loca- 
tion; starting salary $125, full maintenance, opportunity 
for advancement; exceptionally attractive working con- 
ditions. No. H-4 


Opportunities also available in all other phases of nursing. 





ZINSER PERSONNEL SERVICE 
1551 Marquette Building 
Chicago, Illinois 


saint cleans OF NURSES—Degree; experienced; 
central. 


NURSES, TECHNICIANS, DIETITIANS, PHYSICIANS, 
NURSE EXECUTIVES—Let us help you secure posi- 
tions! 
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serving as superintendent of Martha’s Vineyard 
Hospital for twelve years. 
eta des 

Louise Peterson will become the new superin- 
tendent of Highland Hospital, Belvidere, Illinois, 
effective December 1. Miss Peterson succeeds 
Esther Wenger, who resigned to be married. 

sitnadalienaehens! 

Louis H. Putnam was named superintendent of 
Overlook Hospital, Summit, New Jersey, succeed- 
ing Dr. Thomas Howell, who resigned. 

se lalalinscais 

Mrs. Cora Radke, superintendent of St. Charles 
Hospital, St. Charles, Illinois, has been appointed 
superintendent and business manager of the Del- 
nor Hospital, the new institution presented to 
St. Charles by Mr. and Mrs. Lester J. Norris. 

ss nil liad: 

Mrs. Martha P. Roberson, R.N., for many years 
superintendent of the Medical and Surgical Me- 
morial Hospital, San Antonio, Texas, and recently 
manager of the San Antonio Area Office of Group 
Hospital Service, has resigned to become assistant 
to Bryce L. Twitty, new superintendent of the 
Hillcrest Memorial Hospital, Tulsa, Oklahoma. 


ccna simasis 

Roland A. Scott, assistant to the administrator 
of Grant Hospital, Chicago, has resigned to be- 
come assistant administrator of Evangelical Hos- 


pital, Chicago, effective November 15. 
—__—__—. 


Leone Sweet has assumed her duties as director 
of nurses at Battle Creek Sanitarium, Battle 
Creek, Michigan, succeeding Shirley Nickloy, who 


resigned. 
en 


Los Angeles, California—Plans are being pre- 
pared by Architect Llewellyn A. Parker for a 
four-story addition to the Memorial Building of 


the Orthopedic Hospital, Los Angeles, California. 
—p———. 


New Haven, Connecticut—Contract has been 
awarded for the construction of a new addition 
to the Hospital of St. Raphael in New Haven, 
Connecticut. The new addition will bring the 
capacity of the hospital up to nearly 400 beds. 


ical eddies 

Fernandina, Florida—Plans have been drawn 
for the Nassau County Hospital to be built in 
Fernandina, Florida. Plans call for a “U” shaped 
building to cost $60,000. 


eS I 

Fort Myers, Florida—Construction work is well 
under way on a new $105,000 Lee Memorial Hos- 
pital, Fort Myers, Florida. In addition to the 
hospital proper, plans have been approved for the 
construction of a new nurses’ home for accommo- 


dation of twenty nurses. 
——p—_——. 
Atlanta, Georgia—Plans have been completed 


for the construction of a $275,000 unit at the 
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Emory University Hospital, Emory University, 
Georgia. The new unit will add seventy beds to 
the present capacity, and will bring the total 
capacity for the institution up to 200 beds. Con- 


struction will start at an early date. 
—_—_—_<—_—— 


Chicago, Illinois—Englewood Hospital, Chicago, 
has awarded contracts for its new building. Total 
cost of the new building and alterations to the 
old building will be $215,000. Puckey and Jenkins 
are the architects; S. W. Rice is the superin- 


tendent. 
—_—_—_@—_—__ 


Chicago, Illinois—The Children’s Memorial Hos- 
pital, Chicago, Illinois, officially opened its new 
unit—the Thomas D. Jones Memorial Clinic Build- 


ing—on November 19. 
—_—_>——_——__ 


Elmhurst, Illinois—Contract has been let for 
the construction of an addition to the Elmhurst 
Community Hospital, Elmhurst, Illinois, to cost 


$50,000. 
ns 


Kewanee, Illinois—St. Francis Hospital, Ke- 
wanee, Illinois, has approved plans for the con- 
struction of a new $90,000 unit—four stories in 
height—which, in addition to housing the clinical 
and x-ray laboratories, will provide thirty more 


rooms. 
aa ian 


Marion, Illinois—The contract for the new Vet- 
erans Hospital to be built in Marion, Illinois, has 
been awarded. The hospital will be completed in 


450 days at a cost of $1,250,000. 
—_—_————— 
Bedford, Indiana—The new Dunn Memorial 


Hospital, Bedford, Indiana, is rapidly nearing com- 
pletion. The hospital will have a capacity of sixty 
beds and will replace the present building. A 
nurses’ home will be constructed when the new 
hospital is completed. Cost of the project will 
be $380,000. 

ae ae 


Boone, Iowa—Work will soon be started on the 
33-bed addition to the Boone County Hospital, 
Boone, Iowa. Boone County voted a $91,000 bond 
issue for the addition which is scheduled to be 


completed by next October. 
—_—— ————_. 


Madrid, Ilowa—Contracts have been awarded for 
the construction of a new addition to the Boone 


County Hospital, Madrid, Iowa. 
—= 


Flint, Michigan—Construction has been started 
on the new $25,000 addition to the Hurley Hos- 


pital, Flint, Michigan. 
> , 
St. Louis, Missouri—The Robert Koch Hospital, 


St. Louis, Missouri, has completed its new unit at 
a cost of $300,000, providing additional facilities 
for 162 patients, and bringing the capacity of the 
tuberculosis hospital to 703. 
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POSITIONS OPEN (Continued) 





ADMINISTRATION—(a) Superintendent: 


NURSE PLACEMENT SERVICE 
Anna L. Tittman, R.N., Executive Director 
513 Willoughby Tower, 8 South Michigan Avenue 
Chicago, Illinois 


40-bed midwest- 
ern hospital; popular summer resort area; graduate staff 
14; salary over $150, maintenance; No. 40-2889. (b) 
Superintendent of Nurses: 15-bed hospital operated by 
mining company; middlewest; ability to take complete 
charge and also give anesthetics is required; $125, main- 
tenance; No. 40-2803. (c) Director, School of Nursing: 
southwest; university city; requires capable executive 
interested in developing school and good nursing service; 
No. 40-2899 


EDUCATION—(a) Science: midwestern hospital school with 


SUPERVISION—(a) Obstetrical: 


LABORATORY & X-RAY TECHNICIAN—(a) Small, 


ANESTHETIST—(a) 


excellent reputation; 600 beds; open February 1, 1941; 
$125, maintenance; No. 40-2933. (b) Nursing Arts: large 
southern school with university affiliation; open March 
15, 1941; No. 40-2811. 


Also immediate openings for Science and Nursing Arts 
Instructors, north, south, east, west and middlewest; 
salaries $100, maintenance, and up, according to can- 
didates’ qualifications. 


100-bed hospital; located 
near large midwestern city; new building program to 
start soon; will include new maternity department; No. 
40-2893. (b) Operating Room: 250-bed New England 
hospital; complete suite of rooms in new building; $125, 
maintenance ; No. 40-2617. (c) Surgical Floor: hospital in 
beautiful suburb of large midwestern city; 400-bed ca- 
pacity ; $90-$100, maintenance; No. 40-2940. (d) Medi- 
cal Floor: department 29 beds; new, very well equipped 
small hospital associated with medical school; New Eng- 
land state; No. 40-2814. (e) Pediatrics: western uni- 
versity hospital; 30-bed ward; degree required; $125, 
maintenance; No. 40-2826. 


new 
hospital in middlewest; technician to assist in selection 
of equipment; salary open; No. 40-2867. (b) 70-bed 
New England hospital; resort area for summer and 
winter sports; No. 40-2914. 


Chicago hospital; three anesthetists 


POSITIONS OPEN (Continued) 


STAFF NURSES—(General Duty) (a) Large hospital with 
excellent reputation; middlewestern metropolis; allow- 
ance for outside maintenance is given if preferred. (b) 
Other openings in locality desired and in size of hospital 


preferred. 
NO REGISTRATION FEE 
Write for Application 








THE MEDICAL BUREAU 
M. Burneice Larson, Director 
Palmolive Building 
Chicago, Illinois 
DIRECTOR—School of nursing of large teaching hospital; 


approximately 200 students; particularly attractive con- 
nection; $3,000, maintenance. H12-2. 


INSTRUCTORS—(a) Science; fine New England hospital; 
about two hours’ ride from Boston; graduate nurse with 
year’s work toward degree eligible; $100, maintenance. 
(b) Nursing arts; someone around 35 with record of suc- 


cessful experience in teaching nursing arts; minimum 
bachelor’s degree, preferably master’s; large teaching 
hospital; midwestern metropolis; immediately. H12-4. 


ANESTHETISTS—(a) Office of prominent exodontist; must 
be thoroughly experienced in administering nitrous oxide 
anesthesia; $125; southwest. (b) To succeed anesthetist 
who has held position for ten years; private hospital, 
general; New England; $125, maintenance. H12-5. 


SUPERVISORS—(a) Operating room, 500-bed city hospital 
with particularly active surgical service averaging 20 
operations daily; 7 operating rooms with staff of 7 gradu- 
ates and 15 students; $135-$150, complete maintenance. 
(b) Obstetrical; general hospital averaging 115 patients; 
department averages 27 patients; supervisor is in charge 
of nursing care and delivery room; $115, maintenance; 
California. H12-7. 


ADMINISTRATOR—To succeed retired medical superin- 
tendent; excellently equipped hospital of more than 300 
beds; physician well-trained in hospital administration 
required. H12-8. 


ADMINISTRATOR—Experienced layman to take charge 
municipal hospital of about 300 beds; $4,500-$6,000. H12-9. 
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This new call button is 
attractive, shock-proof 
and practically tamper- 
proof. 
pressed, and can be re- 
leased only from the 
bedside, so that the call 
remains registered until 
answered. Can be steri- 
lized without disassem- 
bling. 


Modernize a step at a time, as 
your maintenance budget permits. 
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It 


INCREASED LOADS AMEAD... 


MODERNIZE T0 


One important way to meet this increasing 
burden is to modernize your signaling system 
for greater routine efficiency. Such moderniza- 


Stations are improved in 
many ways over previous 
types. Original Connecti- 
cut safety feature, not 
found in many other 
systems, is still further 
improved. Accidental 
removal of plug, lights 
lamps and sounds buzzers 
until replaced. No dummy 
plugs are required. 


locks when 





















Corridor Light has hinged, 
all-molded dome which /f 
permits easy lamp re-/ 
placement and eliminates 
the lost screws, breakage 
of expensive domes and 
other nuisance connected 
with old-style screwed-on 
frames. 


A AS a 


MEET THEM! 


up to date on signaling equipment. 
Under Connecticut’s new modernizing policy 
you receive a liberal allowance for old equip- 


employed; immediate opening; No. 40-2949. (b) Other ADMINISTRATOR—Graduate nurse, to take charge, new 
openings south, east and middlewest at varied salaries. hospital, private; about 75 beds. H12-10. 
* * * * * * * * * * * * * * * * * * * 
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* %* %* tionhas been organized into a definite engineer- ment, so that the cost is held at moderate xk *k * 
ing procedure by Connecticut. With a minimum figures, well within your maintenance budget. 
of new parts and, in most instances, without It will cost you nothing to have a thorough survey 
interruption of service, hospitals can be brought made by a Connecticut field engineer. 
These are a few of Connecticut's important modernizing units 
Molded Call Button Wall Stations Corridor Lights Doctors’ Register 
(Locking Type) New Connecticut Wall The new Connecticut While doctor is in build- 





ing, his name is illumi- 








nated, eliminating 

unnecessary paging, and 

~~ in emergency cases saving 

© priceless time in locating 

1 doctor. Our co-operative 

4 | purchase plan makes it 

possible for you to install 

these Registers at little or 
no cost to the hospital. 
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Billings, Montana—St. Vincent’s Hospital, Bill- 
ings, Montana, has been bequeathed $15,000 for 
its orthopedic hospital-school in the will of Louis 
J. Covington, an aged negro barber of Billings, 
who was interested in crippled children. 

>. 

Point Pleasant, New Jersey—On October 21 
ground was broken for the construction of a new 
wing for Point Pleasant Hospital, Inc., Point 
Pleasant, New Jersey. The new wing will in- 
crease the capacity of the hospital from 36 to 56 


beds. 
—_—___——. 
Poughkeepsie, New York—St. Francis Hospital, 
Poughkeepsie, New York, is making plans to 
build a $100,000 addition. 


S aieialitiodnens: 

Syracuse, New York—The Central Hospital of 
Syracuse, New York, has completed plans and will 
probably start construction at an early date upon 
a unit which will add seventy more beds to the 
institution. Carl P. Wright is superintendent of 


the General Hospital of Syracuse. 
—@——— 


Cleveland, Ohio—The St. Vincent Charity Hos- 
pital, Cleveland, Ohio, observed its seventy-fifth 
anniversary on October 10. It was dedicated on 
October 10, 1865, and its first patients were sol- 
diers returning from the Civil War. 

ssaiedibillieddiaieds: 

Painesville, Ohio—A $195,000 bond issue for 
construction of an addition to the Lake County 
Memorial Hospital, Painesville, Ohio, was ap- 
proved on November 5. The new addition will 


accommodate 53 more patients. 
—_—_~————. 


Ravenna, Ohio—The residents of Portage 
County, Ohio, passed a $100,000 bond issue for 
the construction of a hospital addition to Robin- 


son Memorial Hospital, Ravenna, Ohio. 
—_—__—_ 


Sylvania, Ohio—The new wing of the Mercy 
Hospital, Sylvania, Ohio, and remodeling of the 
present hospital, were recently completed, under 


the direction of the Sisters of St. Francis. 
—_——p—_——_. 


Portland, Oregon—Acquisition of Coffey Memo- 
rial Hospital, Portland, Oregon, by the Portland 
presbytery of the Presbyterian Church was au- 
thorized on October 29. The presbytery will 
organize a nonprofit corporation to conduct the 
hospital affairs. Under the agreement of pur- 
chase, Wilson Coffey will continue as manager, 
but the hospital, which contains 100 beds, will 
be governed by a board of fifteen members; ten 
elected by the presbytery from Portland Presby- 
terian Church circles and five from the hospital 
staff. 


——= 
Bethlehem, Pennsylvania — Construction has 
started on the addition to St. Luke’s Hospital, 
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Bethlehem, Pennsylvania. It consists of a new 
private pavilion, an out-patient department, and 
rearrangement of the kitchen for central tray 


service. 
——p—_—_. 


Charleston, South Carolina—The War Depart- 
ment has authorized immediate construction of 
a new 1,000-room Army Hospital on the Ashley 
River, fifteen miles northwest of Charleston, 
South Carolina. The estimated cost is $5,000,000, 
and it will be the largest United States govern- 
ment-owned and operated hospital, with the possi- 
ble exception of the Ancon Hospital on the Canal 
Zone. 


—_——___—. 
Spartanburg, South Carolina—The Spartanburg 
General Hospital, Spartanburg, South Carolina, 
will soon start construction of a $75,000 nurses’ 
home. 


a ee 
Portsmouth, Virginia—Contracts have been let 
for the construction of two new wings to the 
Naval Hospital in Portsmouth, Virginia. The 
new wings will cost approximately $437,000. 
centsaalliiinaadin 


Bequests 


Under the terms of the will of Mrs. Marie 
Engert-Colman, whose recent death occurred in 
England, $50,000 and the proceeds of the sale of 
her jewelry have been bequeathed to St. Mary’s 
Hospital, New York City, and St. Peter’s, St. 
Catherine’s, Wyckoff Heights, and Long Island 
College Hospitals of Brooklyn; the Mary Immacu- 
late Hospital of Jamaica, and St. Vincent’s Hospi- 
tal of Manhattan will each receive $30,000. 


* * * 


The French Hospital of Manhattan received 
$25,000 and the St. Francis Sanatorium for Car- 
diac Children at Flower Hill, Roslyn, Long Island, 
received $50,000 under the terms of the will of 
the late Carlos W. Munson. 


* * * 


The entire estate of the late Daisy M. McCul- 
lough of Oxford, Ohio, will go to the village of 
Oxford for the erection, maintenance, and opera- 
tion of the McCullough Memorial Hospital. About 
$500,000 will be available for the project. 


* * * 


Judge S. Price Gilbert, for many years an asso- 
ciate justice of the Georgia Supreme Court, has 
given one thousand shares of Coca-Cola stock for 
construction of a modern hospital on the Univer- 
sity of Georgia campus. 

* * * 


The late George B. Brown bequeathed $25,000 
to the Cable Memorial Hospital, Ipswich, Massa- 
chusetts. 
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Dispensary reorganization in community hospi- 
tal (costs and visits) 
Equipment—Preparing for a catastrophe.... 
Gifts and bequests to, health in six large cities. July- 
Hospital dollar was disbursed in large western 
general hospital, How 
Hospital lien laws, Digest of 
Interview report— (personnel) Hospital—a 
business concern 
McGill monthly price index—Price trends in 
hospital commodities 
. duly-104, Aug.-118, Sept.-101, Oct.- 97, Nov.- 94, 
Dec.- 75 
Sept.- 21 


Sept.-112 


Medical social service—Bridging the gap. 

Menu planning — Excellent opportunity ” for 
dietary education 

Organization chart for hospital, described in 
shifting emphasis from departmental to 
functional organization of medical staff 
(Oct.-108) 

Organization chart (Hospital for Joint Dis- 
eases) 

Rates for out-patient service—Hospitals and 
— welfare departments in State of New 


Stock record card—Setting up supply system. Aug.- 89 
Chenoweth, W. R., resigns Sept.- 57 
Christmas "greetings, Black, Benjamin W., M.D..Dec.- 10 


— greetings—For these great blessings 


Clinic, Aetna rehabilitation 

Clinics—See out-patient department— 

Clinics to coordinate service, Organization of....Dec.- 53 
Colorado’s new hospital for mentally ill, Taylor, 

Ralph C. J 
Commercial exhibitors at Boston convention... .Sept.-117 
Communicable disease control—hospital epidemi- 

ologist Aug.- 42 
Communicable diseases, Hospitalization of - 82 
Community and guidance, John of the Cross, 

Sister July- 29 
Community health centers, Oviatt, Sidney - 49 
Community hospital, Dispensary reorganization 

in Sept.- 42 
Competition or jealousy—Ed - 68 
Conscription act affecting hospital interns and 

residents, Amendment to—S. 4396 
Convalescent care, Essentials in planning insti- 

tutions for 
Convalescent hospitals, Minimum standards for. -Dec.- 
Cost — care, Simple luxury expenditure 

vs.— 
~ of hospital service—Ed., Falls River Herald- 

News, May 14, 1940 
Costs—Dispensary reorganization in community 
hospital 
Costs—Essentials in planning institutions for 
convalescent care 
Costs—Our hospitals—fortresses in an endless 

war 
Costs—Refrigeration and ice making in hospitals, 

Decentralized 
Costs—Screening hospital in tropics 
Crippled children’s program, Relationship be- 

tween hospital and state 
Cubicle curtains, Noiseless 
Cummings, Clarence J., retires 


D 
Decentralized refrigeration and ice making in 


hospitals, Snoke, Albert W., M.D. 
Dietary department—Are special diets overdone?. Nov.- 89 
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Dietary department, food transportation—Colo- 
rado’s new hospital for mentally ill 
Dietary department— Improper dishwashing is 
health menace 
Dietary department—Modern trends in hospital 
planning and equipment 
Dietary education, Excellent opportunity for. . “Sept. -112 
Dietitian—her important contribution to hospital 
service, Perkins, Arthur H., M.D 
Dietitians, Study of interest to 
Dietetics—Teaching dietetics to student nurses. _July-110 
anne solution strength, New way to con- 
ro 
Dispensaries, New York will build ten modern. 
Dispensary reorganization in community hospital, 
McCombs, Robert P., M.D.; Wilmer, Harry B., 
M.D.; Mays, James BR. ......cccccccscccvecs Sept. 42 
Doctor in service, Black, Benjamin W., M.D 
Doctor’s Hospital, O. K. Fike goes to 
Duke Endowment, work in N. C.—Small hospital 
problem 


Economics in hospital pharmacy, Stainsby, 
J., M.D. TE ey re July-124 
Economies in out-patient administration, Some. 
RETRO MORIN Bie. 6 6.66550 a eran bo. Wo Sialew wee Oct.- 91 
EDITORIALS— 
Are we prepared for war? W. J. B - 67 
Award for meritorious service - 74 
Boston convention - 73 
Boston’s way, R. J - 70 
Catastrophe units - 76 
Competition or jealousy, C. G. P 
Control of explosion hazards 
Convention values 
Danger in over-organization, A. S. B 
For these great blessings 
Health and medical committee of council on 
national defense 
Hospital administration as a career 
Hospital councils 
Hospital fires 
Hospital grouping 
Hospital’s resident staff, J. E. R 
House of delegates at Boston 
Institutes for hospital administrators—balance 
wheels, M. T. M 
Interns and residents 
List, Walter E., M.D 
Need for laboratory technicians 
Price and supply trends in hospital commodi- 
ties 
Public relations, M. T. M 
Remember, R 
Results of treatment of cancer, B. C. C 
Security for aged hospital employees 
Should hospital employees come under hospital 
service plans? G. H. A 
Simple luxury expenditure vs. cost of hospital 
care, F. S. H 
Sound surgical procedures 
Spiritual life of hospital, N. W. F 
Standardization and simplification of hospital 
supplies 
With honor and distinction 
Educational exhibitors at Boston convention. ...Sept.-150 
Education and research—Broadened concept of 
hospital functions since 1896 
Electrical static characteristics of, Textiles 
ee static generated—Hospital fire haz- 
ards 
Electro-conductive rubber 
“El Libro del Hospital Moderno” 
Employees honored for years of service 
Epidemiologist, Hospital 
Equipment for small hospital laundry 
Equipment—Hospitals are using this new rubber 
mattress Aug.-130 
Equipment, Newer trends in hospital plans and. .Oct.- 83 
Equipment—Noiseless cubicle curtains Nov.-140 
Equipment—Safe hospital care for premature 
baby Aug.-110 
Essentials in planning institutions for convales- 
cent care, Walsh, William Henry, M 
Excellent opportunity for dietary education, 
Smull, Mary L., M.S Sept.-112 
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Explosion hazards, Control of —Ed 

Explosion hazards—Modern trends in hospital 
planning and equipment 

Explosion hazards—remedial measures, 
thetic 


Falls in hospitals, Means of eliminating 
iy nooo to interns of 1940, Morrill, D.M., 

(po 
Weleral: hospitals 
Federal policies with reference to hospitals 
Fike, O. K., goes to Doctors’ Hospital 
Filing system, Analytical 
Films, Storage—Fire prevention and aennihbans. July- 85 
Financial problems—Public relations for Ameri- 

can hospitals 
Financing small hospital, Meeting problems of. er 82 
Fire hazards, Hospital Aug.- 91 
Fire prevention and protection, McKinney, V. W.July- 84 
Werese MOgSA eo cdc nde casenccavcncvaceas Aug.- 75 


Flat rate plans, Theory and application of inclu- 
sive or 

Flora Ross Duncan Memorial, Stout, Merrell L., 
M.D. 


Fund raising—Opportunities for women in hos- 
pital service 
Se for maintenance—Boston’s way 


Nov.- 30 


Geisinger, George F., Memorial hospital, 
diagnostic building 

Gertrude, Mother Mary—Obituary 

Gifts and bequests to health in six large cities. ..J uly- 

Goldwater, S. S., M.D., president of ‘Associated 
Hospital Service of New York 

Goldwater, Sigismund S., M.D., receives A.H.A. 
award for meritorious service 

Goodall fabrics has own sales organization 

Good business relations, McGaw, Foster G D 

Good will through public opinion, Kohlhaas, W. S. July- 

Government competition in hospital field—Newer 
concepts 

Government concern for hospital care for lower 
income group—Federal policies with reference 
to hospitals 

Government purchasing, Specifications and 

Graduate course in hospital administration 

Graduate training in surgery, Manual of, pub- 
lished by American College of Surgeons 


Halpern, George L., retires 
Harlem Hospital out-patient department—Re- 
sponsibilities of executive physician in munici- 
pal hospital out-patient department Sept.- 
Hartford Hospital plans a new twenty-story 
structure 
Health centers, Community 
Health menace, Improper dishwashing is 
Heating, panel—Modern trends in hospital plan- 
ning and equipment 
Hewitt, Dr. S. R. D., bereaved—war ace son 
killed in action 
Historical background of personal work—Per- 
sonnel management . 
History—Hospital bed care ten years ago and 
now 
History—Hospital of Saint Barnabas and for 
Women and Children 
History—lInfluence of early Philadelphia on de- 
velopment of American medicine 
History military hospitals—Role of civilian hos- 
pital in reenforcing the medical department of 
army in formation of expeditionary force 
History—Society of New York Hospital , 
Hobby and gadget exhibit at Boston convention. .July- 54 
Hospital—a business concern, Slimmon, James B..Oct.- 71 
Hospital administration as a career—Ed Aug.- 74 
Hospital bed care ten years ago and now, Saltz- 
stein, Harry C., M.D 
Hospital book shelf 
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Hospital Council of Essex County changes name.July- 86 
ROSDIUEL CORNCHO—Ed. siccccccscvescccocscees July- 72 
Hospital dollar was disbursed in large western 


ON RIDUIERE, ROWS 5 15 oe'5. 0 0s 65 010 bo ns e:0i0's we uly- 31 
Hospital epidemiologist, Felsen, Joseph, M.D.; 

TUDURTOUG, Wy BEDI Wino 5 os o's civeasvesslces Aug.- 41 
Hospital fire hazards, Rowell, Glenn........... Aug.- 91 
FIOSNItAl MTOUDING—Od. once cc ccccccvecsccsese ec.- 


Hospital Industries’ Association— 
Good Business relations, McGaw, Foster G....Dec.- 46 
Letter of greeting to American Hospital Asso- 

Se OS lan a eee Sept.-115 
Hospitalization for ‘indigent, Lyon, W. Crane...Sept.- 37 
Hospitalization of _— diseases, Wes- 

ESS BES | 1 a er Nov.- 82 
Hospital lien laws, ¥en Sister M. Ann, O.P., 

RSG T ES OMPMNUES «no's p00 «91064 6 (018 018 6:0'9'0,0 10°64 " Aug.- 29 
Hospital of Saint Barnabas and for Women and 

Children, Noorian, Belle Wi... ..sccceccesccce July-115 
Hospital pharmacy internships, Howiler, B. T...Sept.-103 
Hospital planning and equipment, Modern trends 


1 a ee ee ee July-77, Aug.-76, Sept.- 79 
Hospital planning and plant operation— 

Colorado’s new hospital for mentally ill....... Nov.- 85 

Essentials in planning institutions for conva- 

MMM MORNE Cacia 5 515 a 8S note F's ay isi e/a eats: nys:010 Dec.- 28 
Fire prevention and protection............... July- 84 
Flora Ross Duncan Memorial............... Sept.- 95 
Hartford Hospital plans a new twenty-story 

ne 5 ROE EARN ea Oo ee per July- 89 
PEREORE POCO LOO 6 is os sicso bs.0is 04 Us vine e000 Oct.- 87 
Record rooms—Medical record librarian of to- 

IO a= 6 Go's is Sino hee Nib POs ow eas ais Sept.- 93 
Refrigeration and ice making in hospitals, De- 

Rar ERMMNREMMOEL 56-075 1s 5 5 Gh Sole 19/0 ve 01o wie ce wipes eletece oe Nov.- 53 
Screening hospital in tropics................ Aug.- 83 
Standards for care of newborn and premature 

STRN INTE ONS CATT OETUTIIG 5. isp: 0 oo se: sp'5 4 Sc5c8 6 5.058 Dec.- 57 


Hospital plans and equipment, Newer trends in. .Oct.- 83 
Hospital preparedness for national defense— 


aE MUNONETD SIDINGS 5 os sso o's 6.6 60 66 Sai oselere 5% July- 16 
Hospitals and local welfare departments in State 

of New York, Jones, Everett W............. Nov.-120 
Hospitals day by day—some pointed paragraphs, 

List, Walter E., M.D....... July-134, Aug.-138, Oct.- 90 
Hospital service plan n ie bwle a aide areisierars Gens 


July-99, Aug.-102, Sai 106, Oct.-99, Nov.-116, Dec.- 91 
Hospital service plans and private insurance con- 

trasted, Rorem, C. Rufus, Ph.D., C.P.A....... July- 32 
Hospital Service Plans—Associate Hospital Serv- 

ice of New York, Dr. S. S. Goldwater is presi- 

Gent Of .....ccccccccscccccccevcccccccccess neds 58 


eee eer eeee eee eeeereeeeeseeeeeeeeseesees 


Hospital Service Plans—California plan for med- 
ical and hospital care—Medical care available 


to average American, Making............... July- 15 
Hospital service shee Chanietae trends in hos- 

PAE MUI ISUT ANION 0.5.5 o:0.0:0.6is's ods se e'seeciaes Oct.- 39 
Hospital service plans, Future of............... Oct.- 35 
Hospital service plans—Michigan service plan 

SPIO IRIN ask sas 1s 515 sos ois) So 405: 6:5. ...Sept.-162 
Hospital service plans—Presidential address..... Oct.- 17 
Hospital service plans, Should hospital employees 

RD RNR a os i. os eo 50 6 Rinions Be'Sg oS Gers. 6-914 Nov.- 71 
Hospital service plans, Special meeting of ap- 

RE ER oe ee rer erie Dec.- 66 
Hospitals—general laws and specific cases, Joa- 

chim, Sister M. Ann, O.P., L.L.M., Ph.D....... Oct.- 45 
Hospitals of greater Boston, Washburn, Frederic, — 

5 heroes oan Sie ie O55 Sipe Bio \Oia tee eat axe WYER uly- 
Hospitals, lg a ag in an endless war, 

MacEachern, Malcolm T., M.D............... Aug.- 18 
Hospital superintendent and not grow old, Hayes, 

Jonn H. 4poem), How to be. .......6.0s060088 July- 65 
Hospital week—Ed., Grand Rapids Press, May 

ok MD A MMITAD 104 ia ch tocS ie Soe cc 10 15 Wise iG ete a Rei oiGrw ies b WelOREra ee July- 62 
Hotel rates—Where to stay in Boston.......... Aug.- 94 
Housekeeping department—Means of eliminating 

OU ee OS ee eee July- 51 
Hurin, Cecil C., becomes administrator of Jennie 

Edmundson Memorial hospital............... Aug.-122 

I 
Se eT rR TO OST aT: Nov.- 88 
Indigént, Hospitalization for................6. Sept.- 37 


Indigent patients, Dangers in government assum- 
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ing responsibility of all—Federal policies with 
POLCTONCS 40 TORDMURIBS 2.6 ss oie occ cicc estes seas Aug.- 27 

Indigent patients, subsidizing voluntary hospital 

for care of—Changing trends in hospital ad- 


AMINIBUPNUION Fess ose ons oie suet sbewla eco retiete eee sie Oct.- 39 
Infant identification—Suit involving alleged mix- 
ED RE EMG cin ore ia ab leoraibic hs ore Ricaiaipaiace wales © we Aug.- 22 


Infantile paralysis, National Foundation for— 

publish pamphlet to assist in home care of pa- 

PRON arp o's a ocala bees acelolerein enue 6 hobo ote ine ai ai8 6 ol Dec.- 86 
Infections, Roles of professional and administra- 

tive staffs in control of postoperative......... Dec.- 77 
Infections—Standards for care of newborn and 

premature infants in hospitals............... Dec.- 57 
Influence of early Philadelphia on development 

of American medicine, Herman, Leon, M.D....July- 21 
Institute for hospital administrators, Chicago. . 

surat one oratatebetereie wietsiatele farsi es) siarare a'ainis sieve Aug.-44, Oct.-116 
Institute for hospital administrators, First New 

MENG: 5605 sis coicie's Reis Cokie oe seea e's Aug.-46, Nov.- 17 
Institute for hospital administrators, Inter-Amer- 

ROOT, SERIO PERIOD ea 6-s 010.550 4 64 vio oie 6 biersle sie ayes sie Oct.- 62 
Institute for hospital administrators, Second 

ONGHERN 6s .c-aiste sins eieln saielel eeieleier ss Aug.-101, Dec.- 27 
Institutes for hospital administrators—balance 

OG OCLC 5515.15: si'esarscale,e: Seal sverebioleie’alcicraiaverescuere Nov.- 72 
Institutional policies, Carter, Fred G., M.D...... Aug.- 13 
Insurance plans for hospital employees, Pension 

BA IEE oki sin os gee ocasseare ote re cater slbrelere oitreececeeleieececers Nov.- 73 
Insurance, Private and hospital service plans con- 

RABEL 5.05:cicio:siovsiwisiaverorw: ois anata: Sia AUs le siphe 9 Sle or sin aKa July- 32 
Insurance problems, Appraisal of hospital...... Sept.- 31 
Interns and residents, Amendment to conscrip- 

tion act affecting hospital—S. 4396.......... Nov.- 18 
Interns and residents—Hd..............eeseeee Dec.- 
— and residency, Rappleye, Willard C., 


Internships, Hospital pharmacy................ Sept.-103 
Is it too late? .Longfellow’s “Morituri Saluta- 
HNAIRIS | o's gavel ey eve eva te ca otaroliars cg or sta ol tvs, ohaaiavareroreterece Nov.- 37 


Jefferson Hospital will hold examination for di- 

IRENE acs ninco) avs Vo novor niet as ov e1o col ek oho e e/8 bile orm save'e wei Nov.-140 
Jens, Rev. Frederick P.—Obituary............. Aug.-122 
Joachim, Sister AnN..........sseseeeeeeereees July-114 
Job analyses in small hospital—Personnel in 

STAM HIG SIMUL? | o)6.050.5 105010101 orp's ores so. cainieseiere stains Sept.- 66 
Job description, hospital personnel—Hospital—a 

DUBIN CONOCCEN: oisie:6:9:6:eseinvs's e-0isip. wsorensnareintew ara Oct.- 71 
Johnson, Captain Lucius W., receives aeenaer™ - 

Sai atau de Cer auevetale- cle rabere estate De ae at enele's Ov.- 





Kellogg, W. K., Foundation—Community health 


CRTRUOIS? “oralegicrsveverarccessislct ee ssiele aie ceroce oreo Mieroves ciMieve Dec.- 49 
L 

Labor and hospitals, Square deal for.......... Sept.-102 
Laboratory technicians, Need for—Ed. ......... Sept.- 75 
Labor Relations Act—Interesting decisions of 

POBREVIVANIO SCOUTS) 6 64:6 ,5'50:0. 0's wise ee oe eevee Sept.- 53 
Labor turnover in hospitals, Survey of.......... Dec.- 84 
Latin American relationships—Presidential ad- 

FB 55s ie Sarg ae sirera aves biowbvg So: pile’ 0 wes oreiesse al Gibis er Ste td Oct.- 18 
Laundry, Equipment for small hospital......... Nov.-138 
Laundry—Soap substitutes ...............eee0- Oct.-118 


Law and Legislation— 
Conscription act affecting hospital interns and 


residents, Amendment to—S. 4896.......... Nov.- 18 
UGB pi rbe LEN LUE «sie: ss01d0e 506. oieporern wos are 0 si'efe 66 Aug.- 29 
Hospital service plans and private insurance 

CEI a cola c5s eile: scare sb lg BA cco bie ge ovore wealedor elt July- 32 
Hospitals—general laws and specific cases— 

TEINS OGL a carga olor /oieidce\s SA Giaiora ok 6 Dioveteretorerere Oct.- 45 
Legislation—Presidential address ............ Oct.- 16 


New York State Public Welfare Law—Hospi- 
tals and local welfare departments in State 


OL. NENT PMIOENE eircto: oi sors Srw) eu chors6i0: s-aseversiesele aie Nov.-120 
Pennsylvania courts, Interesting decision on 
Labor Relations Act .....,........+s+se0- Sept.- 53 


Security for aged hospital employees—Kd.. .Sept.- 76 
Social security act—Pension and life insurance 

plans for hospital employees.............. Nov.- 74 
Suit involving alleged mix-up of babies...... Aug.- 22 
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Leadership in nursing field, Bell, Rev. Alden J..Oct.- 59 
Legal Decisions of Interest. to Hospitals— 
Charitable institution holding liability insur- 
ance not necessarily liable (N.C.).......... Sept.- 69 
Charitable institutions to be held liable for 
negligence to same extent as other institu- 


GOAN CONG frat acc: c a4 wais or eve ord anicidie eiioace) ed uly- 96 
Conspiring to keep plaintiff in hospital, Wheth- 

er private hospital is liable for (Ga.)...... Sept.- 70 
County has right to bring suit to recover value 

of hospital service (Ga:). .<.cseccc womens Aug.-123 


Court criticizes theories upon which exemption 

from liability of charitable institutions has 

been placed (Pa.).........scccccscesecees July- 92 
Court holds city is not exercising governmental 

powers in operating hospital so liability may 

be imposed GIN Mabe a=: oc avazevehet ca tao erat ate exec doula Sept.- 71 
Employee is subject to terms of Workman’s 

Compensation Law when injury is received 

as patient, Whether hospital (N. Y.)...... Aug.-124 
Injury to nurse, Liability of hospital for (D.C.) Nov.- 95 
Injury to plaintiff, Whether sanitarium is liable 


POD IW ere die ies ws srniarie ease wos op wee tere Sept.- 17 
Intern’s — acts, Whether hospital is liable 
OR Gite hela. Soe con wee ane So ceee lake July- 92 


wales causing infection in patient in state 

hospital, Whether state is liable for (N.Y.) ..Aug.-125 
Negligence of employee in performing tasks 

incident to employment, Whether hospital 

FINDIG! LOR (CIN WON iso ox 3s wiwslceeciew a teee ames Aug.-123 
Negligence of nurse in preparing solution or- 

dered by physician, Whether hospital is liable 

PONE TORE I a ala ata nici s- Sie ec diain SrA Bale 6 mole’inie July- 91 
Negligence of nurse in preparing solution or- 

dered by physician, Whether hospital is liable 


PO CINCOM (355s tion's oreo natew aalalersawenen 5% Nov.- 96 
Reinstatement of employee, Court holds that 
delay bars application for (N.Y.).......... July- 91 


Section 352 of civil practice act does not apply 
7 Smee investigation, Court holds 


Wrongfully causing death of decedent, Wheth- 
er hospital liable for (Utah).............. Sept.- 70 

Liability of hospital—See Law and Legislation 

and Legal Decisions of Interest to Hospitals— 
Library, Bacon—list of new books accessioned. .Sept.-114 


Lighting—Flora Ross Duncan Memorial........ Sept.- 96 
Lighting, Fluorescent—Modern trends in hospital 
planning and ‘equipment, Part III........:.... Sept.- 79 
Lighting—Modern trends in hospital planning 
BNE) COUIMIMNOHE -o cs suciokie sas eslenedoueee an eeas July- 83 


Longfellow’s “Morituri Salutamus” Is it too late? Nov.- 37 
Look ere thou leap, see ere thou go, Borden, Rich- 


GPR e cic wsieehonecitc Gees wvaworces conse eae Oct.- 29 
Lunch counters—Modern trends in hospital plan- 

ning and equipment, Part III................ Sept.- 81 

M 

MacEachern’s, Dr., book reprinted............. Aug.- 90 
Massachusetts General hospital—Training school 

SOVIGOEY  COMMMIGEEO 06.0 5:5 6 cae. deisinle cinsereeieesss Oct.- 81 
Maternity nursing-out service—Community health 

COMO are cela «hal aces OU eS ie RRR O ee. w Cwlnueu ae Dec.- 49 


Mattress, Hospitals are using this new rubber. .Aug.-130 
McGill Commodity Service, Inc., Price trends in 
HOSPIUAL  COMMOGIUIOSS o.« cc sinies ceccisisiore.diercciewae 

.July-103, Aug.-116, Sept.-99, Oct.-96, Nov.-92 Dec.- 74 
Means of eliminating falls in hospitals, Seltzer, 


Waliain (ECP ACU As  eceié. cease eisisieieie ons enme July- 51 
Mechanics’ Hall Boston.............-+ Aug-Third cover 
Medical administration new specialty—Doctor in 

BOMUIER® cclouiac tau moon id en awenaneaene wens Oct.- 33 
Medical care available to average American, 

Making, Wilbur, Ray Lyman, M.D. .......... July- 13 
Medical department of army in formation of ex- 

peditionary force, Role of civilian hospital in 

POMAOLOMIGE (ola clic sseieid sla tatiana re cans ako Oct.- 20 
Medical education, graduate, Internship and res- 

1G ee aE eat cr er eerie mat neers er ee reser Dec.- 34 
Medical record librarian of tomorrow, Milford, 

Sa pas Aries) Ml ae oa esres baa cele ee ees sees Sept.- 91 
Medical records—Analytical filing system...... Aug.- 95 
Medical records—Perfect record room.......... Oct.- 87 
Medical social service—Bridging the gap........ Sept.- 21 
Medical social service—Where does it begin? 

Where does it end? Cannon, Ida M.......... Nov.- 19 
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Medical staff—Dispensary reorganization in com- 


munity hospital ........ccccccscccsccccsce Sept.- 42 
Medical staff in small hospital, Organizing...... Oct.-134 
Medical staff—Preparing for a catastrophe..... Nov.- 49 
Medical staff, providing competent—Small hospi- 

SRP NOMEN oe cciosn Hadccacdvwacaaeeteasedes Nov.- 37 
Medical staftfi—Relation of physician and trustee 

to voluntary hospital service............... Nov.-105 
Medical staff, Shifting emphasis from departmen- 

tal to functional organization of....:..:...... Oct.-108 
Medicine, Influence of early Philadelphia on de- 

velopment of American ............cceceees July- 21 


Medico administrative hints in tuberculosis, Bob- 


BOWS Fo Dg Mis vcs ec ecdeeedondveedetaesas Oct.-128 
Meeting problems of financing small hospitals, 

J) Sg). a Ee Ce rE ere ree pre Aug.- 82 
Mentally ill, Colorado’s new hospital for...... Nov.- 85 
Michigan Service Plan changes name........ Sept.-162 


Military hospitals—Role of civilian hospital in 
reenforcing medical department of army in 
formation of expeditionary force.............. Oct.- 20 

Minimum standards nm convalescent hospitals, 


Corwin, E. H. L., Pers cule arate a aiiataed ware aae ec.- 23 
Modern trends in hospital planning and equip- 

ment, Walsh, William Henry, M.D., F.A.C.P.— 

Or 1) Rr er ee er ae July- 77 

MRR eo oS ceeding cere ceeas sence laadeees Aug.- 76 

PT) | | neers rece sae es Pee ermine Merry eet oe Sept.-79 
Municipal hospital out-patient department, Re- 

sponsibilities of executive physician in...... Sept.- 48 
Murray, T. T., goes to White Plains............ Nov.-138 

N 


National defense preparedness—See Hospital 
preparedness for national defense— 
National Hospital Day—Cost of hospital service 
—KEd., Fall River Herald-News, May 14, 1940..July- 58 
National Hospital Day—Hospital Week—Kd, 


Grand Rapids Press, May 14, 1940........... July- 62 
National Hospital Day—South Carolina hospital 

Ui AWARE GUNNERS bos. «os conece cadeueeues Aug.- 71 
National hospital preparedness—Broadened con- 

cept of hospital functions since 1896.......... Nov.- 16 
National hospital preparedness program — 

Amendment to conscription act affecting hospi- 

tal interns and residents—S. 4396.......... Nov.- 18 


National hospital preparedness program—Are we 


PLCpared fOF WAR IH— BG oes s cicccccasvesseces ct.- 67 
National Institute of Health, Bethesda, Mary- 

lati COIMNON. «aie cclcaveseus cevcus July-Third cover 
National League of Nursing Education, Accred- 

SUING ROMER OR we eencscresscdexwovadaves Aug.-127 
National preparedness program — Catastrophe 

WHS PES. op haccewean ance uidadduacadetemed Aug.- 75 
National preparedness program—Health and 

medical committee of council on national de- 

SOS cc acieccvessadegaewisuddvecucdced ov.- 69 
National preparedness program—Need for labo- 

ratory technicians—Ed. ....ccccccscccesccee Sept.- 75 


National preparedness program—Presidential ad- 
Pn ae ee rer ere rie err Cr ree Oct.- 17 
National preparedness program—Symposium— 
Civilian hospital in preparedness program for 


MINGUS CORONA Ore inc ccs ceca nececetwesees Oct.- 19 
Nemours hospital for crippled children........ Sept.-162 
Neuro-psychiatric units—Modern trends in hos- 

pital planning and equipment .............. Aug.- 79 
New Biniglaticl MiSGitates «ooo s cc sevececececeses Aug.- 46 
Newer concepts, Hatfield, John N.....2..s.c0s- July- 59 
Newer trends in hospital plans and equipment, 

Stevens, Edward F., F.A.LA.............-+4. ct.- 83 
New experience for hospitals aS dit asa inc wiwidl a wie oe Aug.- 90 
News notes of interest to hospital field......... July-136, 


142, Aug.-140, Sept.-158, Oct.-136, Nov.-132, Dec.-112 
Newspaper relations—Suit involving alleged mix- 


Wie Cl ON os cosinciceas ay onaceededauece sa: Aug.- 22 
Newspapers, radio, motion pictures—Public rela- 

tions for American hospitals................ Dec.- 17 
New York Hospital, Society of. ....:.«ccescecs Aug.- 47 


New York will build ten modern dispensaries. ..Oct.- 79 


Nurses in preparedness program—Look ere thou 


leap, SoG" CRO WOU G0 vaccccacnvccccncacasess Oct.- 30 
Nurse Poses Swng Ac Goodale, Walter S., 

WEEE cccwedccueswesevawaeeraccdseaenteaden. ’ July- 36 
Nursing — Accrediting program of National 

League of Nursing Education............... Aug.-127 
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Nursing—aseptic technic—Safe hospital care for 
WEES  HMIIY ie <6.5 0/0555 iw Sia ola albvs Breton We a Aug.-112 

Nursing education—Community and guidance...July- 29 

Nursing education—Medical record librarian of 


RUMI IN 5 vas nig iata,0 sae Alw dla is SS tei a enlays ecbreve:e nie Sept.- 91 
Nursing education—Newer concepts ........... July- 60 
Nursing education—Social aspect of guidance in 

TNO AE FAUNA you S5 5 5's 50 nin's © bale e's Eb 6 wera July- 55 
Nursing education—Teaching dietetics to student 

UNIO 665 554s sins a cawne asin aeltesbmnb oases July-110 
Nursing education—Training school advisory 

MM cas vasa sn ag Pee wre ees Wicca lp lee esonnin Sued Oct.- 81 
Nursing Held, Leadership in........6666 .sc0scsese Oct.- 59 
Nursing—Hospital bed care ten years ago and 

PE des is Sa ioiniile Sioteecalwis soa ema els alasaccuuatntne Dec.- 87 
Nursing  out-service, maternity—Community 

PERN ONONR  oi)s tars unein WSS Ws nia awe oe eRs ees Dec.- 51 
Nursing personnel—Safe hospital care for pre- 

NN RRIIN RII acts es ais ne Nelo aie olor eca.rnca ore us ole Aug.-111 
Nursing—Preparing for a catastrophe......... Nov.- 49 
Nursing schools, Student guidance in........... Aug.- 51 
Nursing service of the future, Mathis, Dora, B.S., 

MEAN ak Give wie vious oh to seein thcavets istnis Gaieca ees wae Aug.- 39 
Nursing service, Planning sound educational pro- 

PRIN SOG WO IDG « 5 05/06 50's:055)55's0 ao 0 ws 0 ores Nov.- 78 
Nursing—Standards for care of newborn and 

premature infants in hospitals.............. Dec.- 60 

O 
Obituaries— 

RPC SOUNOT NEY. 5:50 6: 0:50 650-010 0i6 tree cere Nov.- 27 

LORS TES goose 02 | Aa Aug.-122 

SB, Welter 2h.) GE. oon sc acv eases s Dec.- 63 

EOS AS Ufo Bal. CT 1S < aa a Pane Oct.- 38 


Obstetrical care—Suit involving mix-up of babies.Aug.- 22 
Obstetrical department—Resuscitation of new- 
WURINOR Ys Sse Sav avn ere ois aia ose wieeuc Sas erie wisio ame Pare siaiane Dec.- 97 
Obstetrical department—Standards for care of 
newborn and premature infants in hospitals. .Dec.- 57 
Obstetrics—Prenatal care—a general considera- 


MIMRIN oxo -'spxb sae io tain ciel we eels ime nie wlehe oie etiehe Aug.- 97 
Obstetrics—Safe hospital care for premature 

NG ona sees os crea WEN ee em Eee Aug.-110 
Old age benefits—Security for aged hospital em- 

RRO REND. obs a close seine ta a eel Sept.- 76 


Operating room—Fire prevention and protection.July- 85 
Opportunities for women in hospital service, 


Wheman, Theresa Cohen. .. 2.3... 00050000006 Nov.- 28 
Organization, hospital—Broadened concept of 

hospital functions since year 1896............ Nov.- 13 
Organization, Hospital ‘chart..............se0%% Nov.- 98 


Organization of clinics to coordinate service, 
Butler, Allan, 
Organizing medical staff in small hospital, 
py OSS 2 (5, 1 SS a a ae Oct.-134 
Out-patient administration, Some economies in. .Oct.- 91 
Out-patient clinics—Organization of, to coordi- 


UE ENN oS ok 6 6516 Sino io -5 5 sien a's, 6 oersic cea sie Dec.- 53 
Out-patient department, Responsibilities of exec- 
utive physician in municipal hospital......... Sept.- 48 


Out-patient department—See clinics 
Out-patient service—Care of tuberculosis in New 

MTR SION 6 5 caog tc 654s Sises ond nie sia beeen ae July- 68 
Out-patient service rates—Hospitals and local 

welfare departments in State of New York. ..Nov.-128 


P 


Patient care—Broadened concept of hospital 
functions’ since year 1806... 2... 66sec sce ce ss Nov.- 15 


Pennsylvania courts, Interesting decision of....Sept.- 53 
Pension and life insurance plans for hospital em- 

ployees, Hayhow, Edgar C.............c000- Nov.- 73 
Perfect record room, Hubert, Ivy Rose.......... Oct.- 87 
Periculum in mora, Borden, Richard | See July- 16 


Personnel education and training rate bg 
Changing trends in hospital administration. ...Oct.- 41 
Personnel in small hospital, Riese, Mildred, R. N.. ‘Sept. - 66 
Personnel management—Institutional policies. . .Aug.- 16 
Personnel management, Will, Arthur J......... July- 94 
Personnel problems—Building esprit de corps....Oct.- 80 
Personnel problems—Pension and life insurance 


plans for hospital employees................. Nov.- 73 
Personnel problems—Role of civilian hospital in 

program of preparedness.............seeeee. Oct.- 23 
Personnel problems—Security for aged hospital 

BRUDIOG REN tGC 4 ao 5505 ata wave stew o's wale oc 51008 Sept.- 76 
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Personnel problems—Should hospital employees 


come under hospital service plans........... Nov.- 71 
Personnel problems—Survey of labor turnover in 

NG ATN EIR? us boos eC casa cack: ocore a Sasa eke iat Uipte ats atets eek @ Dec.- 84 
Personnel problems—Training of employees..... Oct.- 85 
Personnel rating for promotion — Hospital —a 

DUBITIOES: CCONCOEN. - 55 e 6.0.5 isis el ereie e ctersejolo mi ereenee Oct.- 74 
Personnel selection—Hospital—a business con- 

SCIEN sick (atta va stele tole fonete toe: omees wi bicca ghauerocs lor alshccaralere Oct.- 71 
Pharmacy, Economies in hospital............... July-124 
Pharmacy internships, Hospital............... Sept.-103 
Philadelphia, Influence on development of Ameri- 

TI ACRE ara cteiatis ors) sia ia Shae Gn 's/akeveisierelecetere July- 21 
Physical therapy department—Modern trends in 

hospital planning and equipment............. Aug.- 77 


Physiology of carbon dioxide, Currie, Ethel F. pe -131 
Planning sound educational programs leads to 
good nursing service, Warman, Grace A., M.A., 


Saeed Steer ooh oak atrosiex ei abeue nai eros Miaveral eh wer at aie si sicihreds Nov.-78 
Pneumatic tube systems—Modern trends in hos- 

pital planning and equipment.............. Sept.- 83 
Poliomyelitis cases—Hospitalization of communi- 

GUID IB CHEOS: oa si arcvece to = lave zoies 6 aaiolenaisialgielaisvoreiers Nov.- 82 
Postoperative infections, Roles of professional 

and administrative staffs in control of......... Dec.- 77 
Premature baby, Safe hospital care for........ Aug.-110 
Premature infants in hospitals, Standards for 

CALS (OF DEW DOPN OU 6 oc8s%s oi sco ere giniec sous saioies Dec.- 57 
Prenatal care—a general consideration, Arnell, 

Rupert E., M.D., BOs ois basis pwiee nase) eeeie Aug.- 97 
Preparedness program—See National hospital 

preparedness program 
Preparing for a catastrophe, Kogel, Marcus D., 

INP” eek rag xe Sirah ore 5 wold eaa lois aces orere sce oheinialio: bie) sce "Nov.- 49 
Presidential address, Carter, Fred G., MED a 3s. oes Oct.- 15 
Price and supply trends in hospital commodities 

SoeMBNND TS 5 sc (alien aver 6 leh cadet eh ezecs iwietsles sn eaatovatel were ioce Muaela oo Nov.- 70 
Price trends i in hospital commodities, McGill Com- 

modity Service, INC). 60.6 66:6 06060's July- 103, 

Aug.- 116, Sept.- 99, Oct.- 96, Nov.- 92, Dec.- 74 
Public health service—Federal hospitals aS nideelare Dec.- 41 
Public health to hospitals, Relationship of....... July- 63 
Public relations, Basic principles of 

RI coe stron cicre fever tole Cisne oe sUealerwi dare, ots axes’ Oct.-103 

MRTG LE sos ciosc tesa loteryieo lei ero sie ofetarsicla rove cickeis:eiavelsia Nov.- 99 
MPD C  VOINGIORS—— 00. fo oso. 0: sisigre sieieravoiece sisie sie-aivere July- 72 
Public relations for American hospitals, Bernays, 

NRG GRC shld cousraroclore, 0550's os oat aie’ oe eV ore-gieleCeierevestavere Dec.- 11 
Public relations—Good will through © public 

CODER Ts ie SEN MP ECan errr ST ore July- 87 
Public relations—Institutional policies......... Aug.- 13 
Public relations—Opportunities for women in 

MOR DIGA) CSORYICS oys.0: sretarovars: sie aie) o.4/sisse'e ere cies a Nov.- 31 


Purchasing—Economies in hospital pharmacy...July-124 
Purchasing—Goodall fabrics has own sales or- 


SRA ETD 76 oa oso ios gr bsoroJe.e oie tte orien si elas cls er's « Dec.- 86 
Purchasing—Good business relations........... Dec.- 46 
Purchasing—Mattress, Hospitals are using this 

BIOMN: RERSDOR co: icivoio.a 5 iss 5! oredn Oho 6S vpiolmieielalaerens. Aug.-130 
Purchasing—New way to control dishwashing 

SOWALION MSULCM RUN. « 6 5.5.5: esis. 554, 5:4 fekeyovw osrauciays olore-s July-120 
Purchasing—Price and supply trends in hospital 

OOMMIBOANION—— TN 5.65.5 @ odin co 0:3 6 Siew ord 4013 0106! 86 Nov.- 70 
Purchasing—Setting up supply system......... Aug.- 87 
Purchasing—Soap substitutes ..............+.- Oct.-118 
Purchasing, Specifications and government..... Dec.- 69 
Purchasing—Standardization and _ simplification 

of hospital supplies—Ed...........+..+++00: Nov.- 71 
Purchasing—Supply service and efficiency control.Nov.- 38 
Purchasing, Value of research in hospital...... Aug.- 36 
Purchasing—War and thermometers........... Dec.- 38 

R 
Radio interference—Modern trends in hospital 

planning and equipment...........-.cccceees Aug.- 78 
Ransom, John E., goes to New York............ Dec.- 99 
Rappleye, Willard C., M.D., named commissioner 

of hospitals, New York City are ae Yreka aver peaaines ee Nov.- 27 
Rates, Theory and application of inclusive or flat Oct.- 63 
Record librarians, Book of interest to.......... Nov.-138 
TRECORA SPOON ME CELCOG 556 eloss/si0 ies plea ory acs iee ewe Oct.- 87 


Red Cross, German—Motorized field hospital 
(Excerpt ‘League of Red Cross Societies” bul- 


RNID 1c csurie Se rover ce heriatsicesasta oh or w oY 01 8x oe<SFee uel sl alloca July- 62 

Refrigeration and ice making in hospitals, De- 
CONE TMI CE 94 irckivsieaqiave dh evels\ ors dwevnieie oe Maisto nes Nov.- 53 
Rehabilitation clinic, Aetna ..............se00. Sept.- 87 
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Relation of physician and trustee to voluntary 


hospital service, Merrill, A.P., M.D.......... ov.-105 
Relationship between hospital and state crippled 

children’s program, Phenix, Florence L....... July-118 
Relationship of public health to hospitals, Mark- 

MPLGER en Pe Ne Peer oaha-s clo ds Sla.nince ticle ate mera owiehe July- 63 
Research in hospital purchasing, Value of...... Aug.- 36 
ROSGCHGY, INTCRNGHIN OHO <i... 23 0c aewies vec escie Dec.- 34 
Residents, Interns and—Ed..........cceccccecs Dec.- 64 
Resident staff, Hospital’s—Ed................. Oct.- 69 


Responsibilities of executive physician in munici- 
pal hospital out-patient department, Piazza, 
MOEQENSIGL, WE Dirk aicie ciavvccesimd cel pene en eeine ee 4 Sept.- 48 
Resuscitation of newborn, Tice, Eldon Webb, 
AAR). AOS SRR reenact nr e Dec.- 97 
Resuscitation—Physiology of carbon dioxide. .Aug.-131 
Role of civilian hospital in Tae yg of prepared- 
ness, Smith, Winford H 
Role of civilian hospital in Besa a medical 
department of army in formation of expedi- 
tionary force, Washburn, Frederic A., M.D..Oct.- 20 
Role of general hospital in control of tubercu- 


losis; ‘Tanner, Monroe £., Mi. «<6. <ccdscescss ct.-120 
Roles of professional and administrative staffs in 

control — postoperative infections, Meleney, 

RINE Es Me oid cack sine e 6 ca eu eee awe wes Dec.- 77 
Rubber, Electro-conductive Rawk vain ara ects Oct.- 95 

Ss 

Safe hospital care for premature baby, Lundeen, 

WUVOTGE 1Oo NOGA = 5 eo onus arsine « dike worms ecves Aug.-110 
Saint Barnabas and for eS and Children, 

Hospital of, Noorian, Belle W........0.0ce July-115 
St. Mary’s Hospital, Rochester, Minnesota, New 

REIN oi ovis aire nic cso larial't w Chey dlel@ oud ais aceie be olb ei aeia July- 86 
Scott, Col. Hugh S.—obituary ................ Oct.- 38 


Screening hospital in tropics, Boyd, Robert G..Aug.- 83 
ey up a supply system, Morrill, Warren P., 


R ovasdr'oier or ever anaval at dl atevs Que Miao Sim ScUsl olan erecer eke "Aug. 87 
Seven mistakes of life—Institutional policies. .Aug.- 17 
Shackelford, W. Lawson, M.D., resigns........ Dec.- 99 
Shifting emphasis from departmental to func- 
tional organization of medical staff, Golub, 
GMs AMO ek cst tesa ren: eras oh Crea at a an ene eave are Oct.-108 
Signal systems, nurses—Modern trends in hos- 
pital planning and equipment.............. Sept.- 83 
Small hospital, Meeting problems of financing. .Aug.- 82 
Small hospital, Organizing medical staff in...... Oct.-134 
Small hospital, Personnel Wise. coss.c cc ceccc ees Sept.- 66 
Small hospital problem, Davis, Graham Baier cies Nov.- 32 
Small hospital, Women’s auxiliary MR Sots eexorntete a8 Dec.- 39 
MHOSD SMU ROLNULLOS: co: cisiss1 o's ord'a'o ¥ shuinitlcigsia wie ece ens Oct.-118 


Social aspect of guidance in school of nursing, 

Theresa, Sister Miriam, S.H.N., Ph.D., LL.D...July- 55 
Social security—Pension and life insurance plans 

FOP Hospital CHPIOVCES 6. 6s ccs eacince cece cde Nov.- 73 
Social service—See medical social service 
Society of New York hospital, Jackson, William 

EER MOUNEIGE 0. sl creo cir d ei distal bc GSN Re MAIR AA ee aS Aug.- 47 
South Carolina hospital day award announced...Aug.- 71 
Special diets overdone? Are, Curfman, Mary 


BENEE HIF c s:-0-s cco 01-075 ovavlereleyeie’e eave! Sake o wave maiaietneiaieaied Nov.- 89 
Specialists in medical and surgical nursing— 

Nursing service of the future................ Aug.- 40 
Special meeting of approved hospital service 

DIRE So cise wed ed ool wae Coe satadewsedadewewes Dec.- 66 
ene and government purchasing, Hoop- 

We SIN sax ava a c-ayu acors:o/ere.S ope tra orale welw'ore aeraie oes ec.- 69 
Spiritual life of hospital—Ed..............00.. Nov.- 70 
Spiritual values—Community and guidance..... July- 29 
Standardization and simplification of hospital 

SUP PMCS 26 oe (oo sererere.8 overlies sorceress teieleisre NOUR FE 


Standards, Bureau of—Value of research in 
NOSPIUAE: DULCHASINO c.c65ic0-0 5s nw weaisiemavicce Aug.- 36 
Standards for care of newborn and premature in- 
fants in hospitals, Crane, Marian M., M.D....Dec.- 57 
Standards for convalescent hospitals, Minimum. .Dec.- 23 
Standards for work of chaplain in general 


hospital, Dicks, Rev. Russell L., D.D. ......... Nov.- 42 
Statice electrical characteristics of textiles...... Sept.-111 
Static electricity—Control of explosion hazards 

ses cS UPS) 5 ale ain a car ea oven ol algtel oatglan store! oi Aie Sept.- 77 
Statistics—Hospital dollar was disbursed in 

large western general hospital, How......... July- 31 
Stephens, George F., M.D., goes to Royal Victoria 

EMCI ENB ENED oxo essa kala c-De vite wine dua a eieihnie oleieets Sept.- 57 
Stephenson, Dr: J. H:, SeSIGNS « . <6. occ cease 0's Aug.- 43 
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Sterilizing equipment—Modern trends in-hospital 
planning and equipment.................... Sept.- 80 
Student guidance in nursing schools, Charitas, 


WIM CM MEAD CON EIN «56 vv codder accesses wes ug.- 51 
Suit involving alleged mix-up of babies, Heerman, 

see De. AOR 6256 cbs veuccevedgudeedees ug.- 22 
Supply service and efficiency control, Wilinsky, 

Chane Ms oss ove dca ecvacdcwtawaawewas ov.- 38 
Supply system, Setting Wich 0 ere didawaueeeeas's Aug.- 87 
Surgery, Manual of graduate training in, pub- 

lished by American College of Surgeons ...... Oct.- 43 
Surgical department—Roles of professional and 

administrative staffs in control of postopera- 

CRUGs TIM COUIONR 4 600s once panaeweeeuouneneoed Dec.- 77 
Surgical procedures, Sound—Ed. .............. July- 74 
Surgical suites—Modern trends in hospital plan- 

Wiig AU COMMIMONE 5 cece cacecececeuce Uacas July- 79 
Survey of labor turnover in hospitals, Walter, 

[ao a Serer ee Ce ne ere Dec.- 84 
Symposium—Civilian hospital in preparedness 

program for national defense ............... Oct.- 19 


Doctor in service, Black, Benjamin W., M.D...Oct.- 32 
Look ere thou leap, see ere thou go, Borden, 


ICHANG Ee cau cadguncderacadade daneeuas des Oct.- 29 
Role of civilian hospital in program of pre- 
paredness, Smith, Winford H., M.D. ....... Oct.- 23 


Role of civilian hospital in reenforcing medical 
department of army in formation of expedi- 
tionary force, Washburn, Frederic A., M.D..Oct.- 20 


T 
Teaching dietetics to student nurses, Proudfit, 

AMIS Beis cctie was decviecneeuawuasensees July-110 
Textiles, Static electrical characteristics of..... Sept.-111 
Theory and application of inclusive or flat rate 

Wiis AIGGALGED Wan We ixcosade seus cesevauaes Oct.- 63 
Thermometers, War and, News letter Rochester 

General LTGGnteee .ccacecccnisecuccuemenenee Dec.- 38 
Three new bulletins published by American 

Hoa wital AcaeerGiain asic sc iecincnccscecenenes Aug.- 43 


Training of employees, Sherrard, Glenwood J. ...Oct.- 85 
Training school advisory committee, Mesick, 


DCH SANG COMING: cic as saa euddcansnndwen aad Oct.- 81 
Treadle controlled doors—Modern trends in hos- 

pital planning and equipment ............... Aug.- 81 
Trustee and physician relation to voluntary hos- 

WHERE GORWIER < ocsinc ce codcatscdeidecmeerancuss Nov.-105 
Trustee problems—Pension and life insurance 

plans for hospital employees ................ Nov.- 77 
Tuberculosis control—Our hospitals—fortresses 

Shh OI GHOICME WEE ccc cvcusaccawass cannes owes Aug.- 19 
Tuberculosis in New York City, Care of ....... July- 66 
Tuberculosis, Medico administrative hints in ....Oct.-128 


Tuberculosis patients, Accommodations—Modern 
trends in hospital planning and equipment ....Aug.- 78 
eens Role of general hospital in control 


Sd aici ah gees al aan shake Wiel are adele ot aie wer ee CSEaTS Oct.-120 
Takesuiiands sanatorium work in New Jersey, 

RAHN CR PANE exe a'ooeelncuenecaeweweeuawes Aug.-119 
Twitty, Bryce L., becomes superintendent of 

Hillcrest Memorial Hospital ................ Nov.- 41 

V 
Value of research in hospital purchasing, Pal- 

WiewS (PUERS asicwisincetewadanadeanderewaeadeer Aug.- 36 
Wisie CASO g occ is ccc cacuccuudeveseasueeaver Sept.- 94 
Voluntary hospital reimbursement for indigent 

care—Hospitalization for indigent ........... Sept.- 38 
Voluntary hospital service, Relation of physician 

UGE EEUIALOCHUO ve hss 50 068 daaeeeneueeugunaene Nov.-105 


Voluntary hospitals, Government should supple- 
ment not supplant—Federal policies with re- 
fowortec: Toe NOMUMEBIG: 6 < vers ccs cececsedenncucs Aug.- 27 
Voluntary hospital, subsidizing for care of in- 
digent patients—Changing trends in hospital 


GOMMIMIREREUIODS 0b. casos dc acdecaeevecdediennss Oct.- 39 
Voluntary hospital system, preserving—Future 

of hoapital service DIANE «2 << ccccccccewcecacs Oct.- 37 
Volunteer service for women in hospitals today, 

Vanderhip, Mire: Pranlt A. ic cciecs cecdetavces ov.- 23 

W 

War, After, Fineran, John Kingston (poem)....July- 65 
‘Water bottle, N6w type © «ss s<c ecauccuewceduwes July-128 
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Welfare departments in State of New York, hos- 


IRIN NG MOOR... sais celeste sockets ss cee se Nov.-120 
Welfare Island dispensary dedicated ........... July-117 
Wellcome award, Johnson, Captain Lucius W., 

Sh, SR EE SETS a ai RE fed Nov.- 81 


Wilhelm, Norbert A., M.D., Aseptic technique 
(Excerpt from annual report of Peter Bent 
eS ECTS eS July- 86 

Wilson, Lucius R., M.D., resigns............... Dec.- 38 
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Women and Children’s hospital celebrated its 


TOL -GURIVOUERIY = oc, cgssc el ca ce ee Chace se Dec.- 86 
Women’s 7 in small hospital, Goodyear, 

ie) Cake: 2 BEI RR urases pee ars Seva ar) ee yo are tome Dec.- 39 
World Ware (1) and its effect on hospitals— 

PPOPIOWIONC AN OLD 255 ook) oss o(oretho siete eeie oc July- 16 

Y 
Young, Charles H., M.D., granted leave......... Nov.- 27 
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“WASN'T | 
SHORTSIGHTED... 








to have 
waited 
sO long - 


You'll find hundreds of hospital executives, some operating 
as small as 15-bed hospitals, who wish they had installed 
their American 4-MACHINE LAUNDRY years ago. 
Their one regret is that they waited so long to investigate 
this compact, inexpensive laundering unit which has proved 
so practical and economical in solving their soiled linen 
problems. 


Users of the American 4. MACHINE LAUNDRY are 
enthusiastic over the sterile-clean washing, soft, fluffy dry- 
ing and finest quality ironing produced by the unit—all in 
the space of an average private patient’s room. They find 
it returns linens to service faster... maintains an adequate 
supply of clean linens for any emergency... yet reduces 
the linen inventory required. Operation is easy, usually re- 
quiring only part time of one operator. Most important, 
laundering costs are held to the very minimum 


























Don’t put off finding out whether, and to what extent, 
your hospital can benefit by installation of an American 
4-MACHINE LAUNDRY. Our free Laundry Advisory 
Service will definitely answer these questions with an im- 
partial survey of your particular laundering needs. There 
is no obligation whatever for this service. Write us today. 












The AMERICAN 4-MACHINE LAUNDRY 
Send Today For Free Miniature Model. 













ASK FOR AN 
AMERICAN 
LAUNDRY 
ADVISER 






THE AMERICAN LAUNDRY 
MACHINERY CO. 


CINCINNATI, ONO 
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Liver 
Therapy 
in the 


Anemias 


A drug store of the early eighties. Quite unlike the streamlined pharmacy of today. 
Way 7 Ne 


According to medical history, the first accurate report of a case of perni- 
cious anemia was made in 1822. For more than a century thereafter the disease con- 
tinued to be almost universally fatal. Arsenic and transfusions were used, but did 
little more than postpone the issue. Then in 1925 came the studies of Whipple and 
Robscheit-Robbins, followed by the work of Minot and Murphy, which soon led to 
the liver extracts so widely prescribed today. 

Eli Lilly and Company is proud to have hada part in this development. It was the 
Lilly organization that first placed liver extract, in any form, at the disposal of physi- 
cians. The work has continued without interruption until there are now available such 
outstanding liver preparations as ‘Lextron’ (Liver-Stomach Concentrate with Ferric 
Iron and Vitamin B Complex, Lilly), ‘Reticulogen’ (Parenteral Liver Extract with 


Vitamin By. Lilly), and many others. 


ELA LILLY AND COMPANY 


PRINCIPAL OFFICES AND LABORATORIES, INDIANAPOLIS, INDIANA, U.S.A. 
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The accuracy with which 
working parts fit together de- 
liermines the steadiness and 
jease of adjustment of an 
joperating table, the proper 
ifocusing of a surgical lamp, 


j or the reliability of a sterilizer. 


THE AMERICAN 


Every manufacturing process 
in American's factory is held 
to unusually close tolerances. 
Special jigs and machines 
built to fit our requirements 
permit quantity production 


with improved quality. 


Sk 6 ., 







Employees are required 
to take specialized training 
so that they can operate 
such equipment to the high 
standards of accuracy which 
we demand. 

When you purchase an 
American product, you are 
sure that its mechanism will 
work smoothly, positively, and 
dependably. Such careful 
selection of materials and pre- 
cise manufacturing methods 
result in equipment which will 
perform better, keep main- 
tenance costs lower and pro- 


vide maximum utility. 


(Lert) The operator is using a special 
fixture for accurately machining the top 


frame of the table shown below. 


* 


The finished product— 
American 1075 Surgical Operating Table 


AMERICAN STERILIZER COMPANY 


PENNSYLiVANIA 


Sales Offices in New York, Chicago, Boston, St. Louis, Los Angeles, San Francisco, Atlanta, Dallas, Richmond @ Agencies in Principal 


Cities in the United States @ Represented in Canada by Messrs. Ingram ‘& Bell, Ltd., Toronto, Montreal, Winnipeg, Calgary 





OPERATIVE FINDINGS.... 


the Final Test of Gallbladder Diagnosis 


And to make doubly certain, samples of each lot of 
Cholepulvis are periodically taken from our shelf 
stocks and submitted to independent analytical chem- 
ists, for checking against established standards. 


E diagnosis of gallbladder conditions by x-ray 
visualization may be approached with confidence 
when Cholepulvis is the radiopaque used. 


This statement is based on what we know to be the 
experience of thousands of roentgenologists who have 
used Cholepulvis over a period of twelve years. The 
radiographic indications, they have observed, are 
almost invariably confirmed in the clinical laboratory 
or operating room. 


Cholepulvis is easy to prepare—just mix with water, 
and administer orally. 


Its active ingredient is U.S.P.XI Tetiothalein Sodium, 
compounded with other materials according to a care- 
fully balanced, clinically-proved formula. Cholepulvis 
assures adequate visualization while effectively mini- 
mizing nausea and catharsis. 


Cholepulvis embodies only the highest quality materials, 
and scrupulous supervision during manufacture main- 
tains its uniform quality year after year, thus insuring 
the roentgenologist a thoroughly dependable product. 
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Because you can best judge Cholepulvis for yourself, 
why not order a small test quantity? Do it today. You'll 
be pleased with the results, we’re sure. 





Single Dose ........... - 60c ($6.50 doz.) 
Single Heavy Dose... .... . 75e ($8.50 doz.) 
Twin Dose ........... . 80c ($9.00 doz.) 


Above Prices in U. S. A. only 


Substantial savings may be made by buying Cholepulvis 
in our convenient economy packages. Ask about them. 
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HALL BED SIDES 











HOSPITAL BEDS AND BEDDING 
provide maximum of comfort for pa- 
' tients, require less maintenance ex- 
pense and reduce replacement cost. 


These sides have the rigidity of single 
piece sides but their construction per- 
mits the drop section to be pulled down 
easily. Height, 18”. 


Forked ends allow easy attachment and 
removal, and are leather lined to pro- 
tect bed finish. 


Made of 1” round tubing with length 
adjustable to any size bed from 6 feet, 
2" to 7 feet, inside measure. In ordering 
specify diameter of posts and plain color 
desired. 


FRANK A. HALL & SONS, New York, N. Y. 


Offices: 118-122 BAXTER ST. Member of Hospital Industries’ Association Salesrooms: 25 WEST 45th ST. 








The Buy for 
1941— 


WILLIAMS’ STANDARD 


CAPES 


@ EXCELLENT MATERIALS. 
FINE WORKMANSHIP, MAKE 
THESE CAPES AN _ OUT- 
STANDING VALUE. 


@ SEND FOR SAMPLES AND 
PRICES TODAY. 
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GOWNS, OPERATING 
SUITS, GRADUATE 
AND STUDENT 
NURSES UNIFORMS 


MEMBER HOSPITAL 
INDUSTRIES ASSOCIATION 
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HEADACHES 


| : use theimec. 


simplified iystom of 
HOSPITAL 


ACCOUNTING 


IN 1941 


It's a simple, easy-to-follow, 
workable plan that conforms 
to A. H. A. Chart of Accounts. 
The PENN-WARD SYSTEM 
is adapted to the require- 
ments of both large and 
small hospitals. Economical 








Write for 
FREE 





Cc. D. WILLIAMS & COMPANY H124 
246 South Eleventh Street, Philadelphia, Pa. 


Please send folders describing 





in price and no installation Manual describing this 
cost system. 
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PHYSICIANS' RECORD CO. FORM 


The Largest Publishers of FOR EVERY HOSPITAL 
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